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1. Introduction
1.1. History of surgical revascularization
The concept of surgical revascularization for coronary artery disease (CAD) originated in the
early 20th century. A pioneer in this field is Beck, a surgeon who in 1935 developed an indirect
technique of myocardial revascularization by grafting a flap of the pectoralis muscle over the
exposed epicardium to create new blood supply. [1] Later, Beck also developed another
revascularization technique by anastomosis between the aorta and the coronary sinus. [2] In
1946, the Vineberg procedure was introduced in which the internal mammary artery (IMA)
was used to implant directly into the left ventricular and is hence considered the forerunner
of coronary artery bypass grafting (CABG). This technique was the first intervention docu‐
mented to increase myocardial perfusion and was successfully performed in over 5,000
patients between 1950 till 1970. [3-5] The major breakthrough in surgery, however, was the
invention of the heart-lung machine in 1953, which allowed surgeons to perform open-heart
procedures on a non-beating heart and controlled operating field while protecting other vital
organs. [6] Still it was not until 1960 when the first successful human coronary artery bypass
surgery was performed by Goetz and Rohman, who used the IMA as the donor vessel for
anastomosis to the right coronary artery. [7] The bypass graft technique as we know today was
developed by Favaloro in 1967. [8] In his physiologic approach in the surgical management of
coronary artery disease, Favaloro and his team initially used a saphenous vein autograft to
bypass a stenosis of the right coronary artery. Shortly hereafter, Favaloro began to use the
saphenous vein as a bypassing conduit. After the saphenous vein bypass procedure was
extended to include the left arterial system by Johnson [9], the use of the IMA for bypass
grafting was performed by Bailey and Hirose in 1968. [10] Arguably, the first successful IMA
– coronary artery anastomosis was already performed 4 years earlier by the Russian surgeon
Vasilii Kolesov. [11] Use of the radial artery (RA) as a bypass conduit was introduced by
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Carpentier in 1971 and fell into disrepute shortly after its introduction because of high failure
rates but was revisited as many of these original grafts appeared widely patent at 6 years. [12,
13] Initially used as a free graft in a fashion similar to that of the saphenous vein graft, more
recently the RA has been used as a T or Y graft from the left IMA (LIMA) or an extension graft
from the distal right IMA (RIMA). On the basis of superior long-term outcomes of arterial
conduits compared with vein grafts, other arteries have been used in CABG such as the
gastroepiploic artery (GEA), the inferior epigastric artery (IEA), the splenic artery, the
subscapular artery, the inferior mesenteric artery, the descending branch of the lateral femoral
circumflex artery, and the ulnar artery. However none of these arteries have shown similar
patency rates as the internal mammary artery.
Surgical revascularization in the current era - A number of studies and trials have consistently
shown the benefit of CABG in select patient populations. Indisputable, surgical revasculari‐
zation which in most cases is performed utilizing the saphenous vein for bypassing non LAD-
lesions and arterial bypass grafts for LAD lesions, has dramatically changed the management
of patients with ischemic heart disease. Currently, over 300,000 patients undergo CABG in the
United States each year. [14] Although the short-term outcomes of CABG are generally
excellent, patients remain at risk for future cardiac events due to progression of native coronary
disease and/or coronary bypass graft failure. [15-18] To illustrate, over half of saphenous vein
grafts (SVG) are occluded at 10 years post CABG and an additional 25% show significant
stenosis at angiographic follow-up. [19] Additionally, diseased grafts represent an increasing
proportion of culprit lesions and acute graft occlusion may cause acute coronary syndromes
(ACS). [20] In the next paragraphs we will describe in further detail the pathophysiologic
mechanisms that lead to coronary artery bypass graft failure, and elude to management
strategies.
2. Pathophysiology of coronary artery bypass graft failure
The use of the SVG, arterial grafts or both during CABG is largely depending on the site of
anatomic obstruction, the availability of good quality conduits, patient preferences, and the
clinical condition of the patient. Adequate arterial conduits are not always available, in contrast
SVG are usually of good quality and calibre and are easily harvested, and are thus commonly
used as conduits. However, there is an increasing interest for the use of arterial conduits as
coronary artery bypass grafts, especially for bypassing the left coronary artery. Although, the
choice to use arterial conduits partly depends on the coronary run-off, the long-term patency
of arterial grafts is superior for CABG compared to SVG. As more than half of SVG are occluded
at 10 years post CABG and an additional 25% show significant stenosis at angiographic follow-
up. [19] SVG failure is the main cause of repeat intervention either by redo CABG or PCI and
is even more common than the progression of native coronary artery disease in patients whom
underwent CABG. In spite the fact that SVG failure remains a significant clinical and economic
burden, the majority of CABG procedures continue to use SVG. [21]
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The concept of the ‘failing graft’ is one of a patent graft whose patency is threatened by a
hemodynamically significant lesion in the inflow or outflow tracts or within the body of the
graft. Salvage of the failing and failed bypass graft remains an important clinical and technical
challenge. The high incidence of graft failure has led to the evolution of graft surveillance
programs to detect ‘failing’ grafts and research has focussed on means to control the devel‐
opment of intimal hyperplasia. [22]
3. Histology of saphenous vein
The saphenous vein consists of three layers: the intima, media, and adventitia. The intima is
composed of a continuous layer of endothelial cells on the luminal surface of the vessel.
Beneath lies the fenestrated basement membrane embedded with a fragmented internal elastic
lamina. The media comprises of smooth muscle cells (SMC) arranged in an inner longitudinal
and an outer circumferential pattern with loose connective tissue and elastic fibers interlaced.
The middle muscle layer is most extensive at the insertion points of the valves and leaflets.
The adventitia forms the outer layer and consists of longitudinally arranged SMC, collagen
fibers and a network of elastin fibers, in addition to vascular and nerve supplies to the
vessel.The great saphenous vein is the most frequently used conduit for myocardial revascu‐
larization but other venous conduits such the short saphenous vein or upper extremity veins
(cephalic and basilica) can be used as well.
4. Saphenous vein graft failure
Studies of saphenous veins harvested for bypass procedures have shown that many have
abnormal histological and physical attributes. [23,24] Moreover, the quality of the saphenous
vein can have significant clinical consequences. Therefore, vein grafts in the arterial circulation
must be considered as a viable, constantly adapting and evolving conduit.
Several  intrinsic and extrinsic factors may play a role in the mechanism of SVG failure.
At the time of harvest, the quality of the saphenous veins may be poor, demonstrating a
spectrum  of  pre-existing  pathological  conditions  ranging  from  significantly  thickened
walls to post phlebitic changes and varicosities. Between 2% and 5% of saphenous veins
are unusable and up to 12% can be considered diseased which reduce the patency rate
by  one  half  compared  to  non-diseased  veins.  [25]  In  addition,  the  inevitable  vascular
trauma that occurs during SVG harvesting itself can also lead to damage to the endothe‐
lium and SMC and thereby contribute  to  graft  failure.  Surgical  manipulation and high-
pressure  distension  to  reverse  spasm  during  harvesting  leads  to  loss  of  endothelial
integrity  and  the  antithrombogenic  attributes  of  the  endothelium,  rendering  the  SVG
prone to subsequent occlusive intimal hyperplasia and/or thrombus formation. [26] Dur‐
ing harvesting the vasa vasorum and nervous network of the SVG are devided, making
the  graft  dependent  on  diffusion  for  weeks  until  adequate  circulation  is  esthablished.
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[27-32]  Ischemic  insult  and  decreased  production  of  nitric  oxide  and  adenosine  may
cause SMC proliferation. [33] As it has been demonstrated that intimal hyperplasia does
not occur in vein-to-vein isografts,  it  can be stated that pathologic changes seen in SVG
in the arterial circulation are predominantly caused by hemodynamic and physiochemical
changes. [34]
SVG failure can be divided into three temporal categories: early (0 to 30 days), midterm
(30 days to 1 year) or late (after 1 year).  Early SVG failure due to thrombotic complica‐
tions  is  mainly  attributable  to  technical  errors  during  harvesting,  anastomosis  or  com‐
prised anatomic runoff.  [19,35-37]  It  occurs  in  15% to 18% of  VG during the 1st  month.
[38-40] Early thrombotic complications in SVG in the arterial circulation are caused by a
reduction  of  tissue  plasminogen  activator,  attenuation  of  thrombomudulin  and reduced
expression of heparin sulphate. [41]
Midterm SVG failure is mainly caused by fibrointimal hyperplasia as it serves as the founda‐
tion for subsequent graft atheroma leading to occlusive stenosis. The release of a variety of
mediators, growth factors, and cytokines by the injured endothelium, platelets and activated
macrophages will cause migration and proliferation of SMC. Diminished production of
endothelial nitric oxide (NO), prostaglandin 12 and adenosine will further contribute to and
enhanced SMC proliferation, leading to development of neointimal hyperplasia.
[19,33,37,42-44] Changes in the flow pattern within the vessel (shear stress) an ischemic insults
may contribute to changes in the SVG at this stage. SVG are exposed to much higher mechanical
pressure that they were adapted to (arterial versus venous blood pressure) which can poten‐
tially stimulate SMC proliferation. Moreover, after encountering arterial flow patterns
increased levels of intracellular adhesion molecule-1, vascular cell adhesion molecule-1, and
monocyte chemotactic protein-1 will facilitate leukocyte-endothelial interactions so that
leukocyte infiltration of the lesions will ensue. [34] Finally, the adaptive response to hemody‐
namic factors, i.e. wall shear stress, may affect the distal site of the anastomosis leading to SVG
failure. [45,46] Midterm SVG failure accounts for an additional 15% to 30%. [47,48] In the course
of vessel remodelling, late SVG failure is characterized by progression of intimal fibrosis at the
cost of a reduction in cellularity which may contribute to progression of SMC apoptosis.
[19,34,41,44] In addition, perivascular fibroblasts may also be involved in neointimal formation
and matrix deposition as these cells may exhibit contractile elements while migrating from the
adventitia towards the media. [49] After 1 year most SVG stenosis is due to atherosclerosis but
although vein graft atherosclerosis is accelerated compared to arteries, evidence show that a
fully evolved plaque appear after 3 to 5 years of implantation. [35,47,50] In SVG there is no
focal compensatory enlargement in the stenotic segments which is in contrast to native
atherosclerotic arteries in which the development of an atherosclerotic plaque is associated
with enlargement of the vessel and preservation of the lumen area until plaque progression
exceeds the compensatory mechanism of the vessel. [51] Several studies show that SVG
patency at 10 years is no more than 50% to 60%. [19,41,52,53] Finally, several studies have
suggested a role of immune cells in neointimal formation as macrophages are found in the
intima, while T-lymphocytes are present in the adventitia of neointimal lesions wit a predom‐
inance of CD4+ cells. [54-56]
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In  a  later  stage  atherosclerotic  lesions  may  be  complicated  by  aneurysmal  dilatation
which  is  found to  correlate  with  thrombosed SVG.  (66)  The  occurrence  of  atheroembo‐
lism form the diseased graft  or  plaque rupture may cause late  thrombosis  necessitating
revascularization therapy. [57,58] In general,  SVG thrombosis is the major cause of mor‐
bidity and mortality. [19,41]
Predictors of graft patency 3 years after CABG were evaluated by Veterans Affairs Cooperative
Study Group. [59] Multivariable analysis showed that the only factors that were predictive
were vein preservation solution temperature ≤5ºC, serum cholesterol, the number of proximal
anastomoses ≤2, and recipient artery diameter >5 mm. Thus, predictors of 3-year graft patency
are most closely related to operative techniques and the underlying disease. In another study,
factors that predict the late progression of SVG atherosclerosis were evaluated in 1248 patients
in the Post-CABG trial. [47] Factors independently associated with the progression of disease
were maximum stenosis of the graft at baseline angiography, years after CABG, moderate
therapy to lower LDL cholesterol, prior MI, high triglyceride levels, small minimum graft
diameter, low HDL concentration, high LDL concentration, high mean arterial pressure, low
left ventricular ejection fraction, male gender, and current cigarette smoking. Finally, concerns
have been raised about the possibility of worse outcomes when a SVG is used for multiple
distal anastomosis compared to single anastomosis. In a substudy of the PREVENT IV trial,
the use of SVG conduits with multiple distal anastomoses was associated with a significantly
higher rate of ≥75 percent stenosis of the SVG on angiography at one year. [60] Moreover,
clinical follow-up showed a trend towards a higher rate of the adjusted composite of death,
MI, or revascularization at five years.
Noteworthy, the clinical impact of SVG failure is still debated. Not all grafts that have
angiographic stenosis or occlusion will cause symptoms, and probably a substantial of SVG
that fail do not impact outcomes.
5. Histology of arterial grafts
Several arterial conduits are suitable for myocardial revascularization and the arterial conduits
can be divided into 3 types according to functional class (Table 1). Type I arterial grafts are the
somatic arteries including the IMA, IEA, and subscapular artery. Type II arterial grafts are the
splanchnic arteries including the GEA, splenic artery, and inferior mesenteric artery. Type III
arterial grafts are the limb arteries including the RA, ulnar artery, and lateral femoral circum‐
flex artery. Compared to functional class type II and III, type I is less spastic. [61] Although the
full length of arterial grafts is reactive, the major muscular components are located at the two
ends of the artery (muscular regulator). [62] Therefore, in terms of preventing vasospasm of
arterial grafts, trimming off the small and highly reactive distal end of the grafts (IMA, GEA,
IEA, or other grafts) may be important and clinically feasible.
Studies have demonstrated that there are differences between arterial and venous grafts: 1)
arterial grafts are less susceptible to vasoactive substances then veins [63]; 2) the arterial wall
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is supplied by the vaso vasorum and in addition through the lumen, whereas the veins are
only supplied by the vaso vasorum [64]; 3) the endothelium of the arteries may secrete more
endothelium-derived relaxing factor [65]; 4) the structure of the artery is subject to high
pressure, whereas the vein is subjected to low pressure. While the SVG have to adapt to the
high pressure, the arterial grafts do not which may partly explain the difference in the long-
term outcome.
Similar like SVG, the arterial grafts can also be divided into three layers: the intima, media,
and adventitia. As a result of location at different parts of the body and supply to different
organs, differences in gross anatomy among arterial grafts have been observed. Divergent
anatomic structures of the arteries have been observed. One of the most obvious differences
is that arteries such as the GEA, IEA, and RA contain more smooth muscle cells in their walls
and are therefore less elastic compared to other arteries such as the IMA which may be more
elastic because they contain more elastic laminae. [64] Such structure divergence may also
explain the difference in phsysiologic and pharmacologic reactivity.
6. Arterial graft failure
The need for repeat revascularization is substantially reduced with the use of arterial conduits,
since long-term patency is much higher compared to SVG. [66-68] In contrast to SVG, arterial
grafts appear to be more resistant to the influence of atherogenic factors and incur only minor
traumatic and ischemic lesions, since they are not removed from the blood circulation but are
prepared locally, with few ligations and preservation of blood flow. [69] Since 1986, the LIMA
has been used in more than 90% of CABG procedures. Less frequently, the RIMA is used. The
early patency of a LIMA anastomosed to the left anterior descending (LAD) is reported to be
almost 99%. [70] The mean patency of LIMA to coronary conduit at 5 years is reported 98%,
at 10 years it is 95%, and at 15 years it is 88%. [71] Differences are observed between territory
Type I - Somatic arteries Less spastic Internal mammary artery
Inferior epigastric artery
Subscapular artery
Type II - Splanchnic arteries Spastic Gastroepiploic artery
Splenic artery
Inferior mesenteric artery
Type III - Limb arteries Spastic Radial artery
Ulnar artery
Lateral femoral circumflex artery
Table 1. Functional classification of arterial grafts according to physiological and pharmacological contractility,
anatomical, and embryological characteristic
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grafted, the 10 year LIMA patency to the LAD is reported to be 96% and to the circumflex (Cx)
89%. [72] The early patency of the RIMA anastomosed to major branches of the left circumflex
artery is approximately 94%. [70] The mean RIMA patency at 5 years is reported to be 96%, at
10 years it is 81% and at 15 years it is 65%. [71] Again differences are observed, the RIMA graft
patency to the LAD artery is 95% at 10 years and 90% at 15 years. Ten-year RIMA patency to
the Cx marginal is 91%, right coronary artery is 84%, and posterior descending artery is 86%.
[72] In situ RITA and free RITA had similar ten-year patency, 89% vs 91% respectively. RA
patency is reported to range between 83% to 98% at 1 to 20 years but lower rates have been
reported. [73] The patency rate estimated by the Kaplan-Meier method for the GEA conduit
was 96.6% at 1 month, 91.4% at 1 year, 80.5% at 5 years, and 62.5% at 10 years. [74] Arterial
grafts are not uniform in their biological characteristics and difference in the perioperative
behaviour and in the long-term patency may be related to different characteristics. It should
be taken into account in the use of arterial grafts that some grafts need more active pharma‐
cological intervention during and after operation to obtain satisfactory results.
Although, the IMA is the most used conduit to restore the blood flow to the LAD, it is less easy
to use because of its complicated preparation and postoperative complications. Specific
reasons for not to use the RIMA may include additional time to harvest, concerns over deep
sternal wound infection, myocardial hypoperfusion, and unfamiliarity. Besides the potentially
deleterious effect on the vascular supply of the forearm and hand, potential spasm and size
matching to target coronary artery are the main drawback for the use of RA in CABG. [75,76]
Although all arterial grafts may develop vasospasm, it develops more frequently in the GEA
and RA, than the IMA and IEA. [13,77] Two types of vasoconstrictors are found to be important
spasmogens in arterial grafts. [78] Type I vasoconstrictors are the most potent and they strongly
contracts arterial grafts even when the endothelium is intact. The constrictors are endothelin,
prostanoids such as thromboxane A2 and prostaglandin F2α, and alpha1-adrenoceptor agonists.
Type II vasoconstrictors induce only weak vasoconstriction when the endothelium is intact,
but play an important role in the spasm of arterial grafts when the endothelium is destroyed
by surgical manipulation. Type II vasoconstrictor is 5-hydroxytryptamine.
Early IMA graft failure is attributed to technical errors and distal anastomosis. [79,80] Non‐
technical factors that may affect the patency of the arterial graft are high levels of LDL
cholesterol and triglycerides, and high levels of lipoprotein(a), a thrombogenic molecule that
is related to the hypercoagulable state. Other classical risk factors for coronary artery disease,
such as diabetes mellitus, smoking and hypertension may also affect the patency of the arterial
graft. Age may be of influence the quality of the arterial graft.
Furthermore, competitive flow and low-flow profoundly affect graft patency. Low-grade graft
stenoses in the target artery proximally are a major cause of competitive flow which may lead
to a decrease in antegrade flow in the arterial graft causing early failure (‘disuse athrophy’).
The SVG and IMA are more tolerant than the RA and GEA conduits. This is likely to be related
to biological differences as the RA and GEA have a thick layer of smooth muscle or poor
endothelial function in these muscular conduits. Therefore, it is recommended to avoid
grafting target arteries with a stenosis less than 90% with RA grafts. [81]
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Atherosclerosis in arterial grafts can develop before coronary grafting when the graft is in the
in situ native position, or after. The incidence of atherosclerosis in native arteries in the in situ
position in the four major arterial grafts is low, especially in the IMA. [64] The incidence of
atherosclerosis in bypass grafts is also low, in IMA grafts even as late 15 to 21 years after CABG.
[67,82] However, the degree of stenosis in the native vessel is a major predictor of IMA graft
patency. The observed association between non-significant stenosis of the native artery and
high occlusion rate of the arterial bypass conduit raises concerns about the use of IMA in the
treatment of native vessels with only mild or moderate stenosis. [83] In addition, the target
vessel for the IEA must be one that is completely occluded or severely stenotic, with low
coronary resistance, and in territories not totally infarcted to avoid “string sign” (conduit <1
mm diameter). Although the incidence of atherosclerosis is low in arterial grafts, 2 other
morphologic changes may be present in arterial graft, fibrointimal proliferation and fibrosis
representing organized thrombus. [84] The presence of fibrointimal proliferation is associated
with long-term IMA graft narrowing and may be an important factor for late graft failure.
Despite hypertension was associated with increased fibrointimal proliferation in SVG, this
correlation could not be found in IMA grafts. [84]
7. Treatment of coronary artery bypass graft failure
Following graft revascularization, patients remain at very high risk for subsequent clinical
events. In a large study from the Duke Cardiovascular Databank, patients who underwent
catheterization 1 to 18 months after their first CABG were evaluated. [85] Patients were
classified on the basis of their worst SVG stenosis as having no (<25%), noncritical (25% to
74%), critical (75% to 99%), or occlusive (100%) SVG disease and the primary outcome measure
was the composite of death, MI or repeat revascularization. At 10-years, the corresponding
adjusted composite event rates were 41.2%, 56.2%, 81.2%, and 67.1%, respectively (p<0.0001)
and most events occurred immediately after catheterization in patients with critical and
occlusive SVG disease. Multivariate analysis revealed critical, non-occlusive SVG disease as
the strongest predictor of composite outcome (hazard ratio 2.36, 95% CI [2.00-2.79], p<0.0001).
Many patients with recurrent stable angina following CABG can be treated medically for their
symptoms and risk factor reduction. Evaluation for ischemia is as in other patients with stable
angina without prior CABG. However, early diagnostic angiography is suggested as the
different anatomic possibilities, i.e. graft stenosis or progression of native vessel disease in
nonbypassed vessels can lead to recurrent ischemia. In patients with recurrent angina, ACS,
change in exercise tolerance, positive exercise test after CABG, an increased risk for coronary
events is observed. [86-88]
8. Medical therapy
In all patients with coronary heart disease aggressive risk factor reduction is recommended
which includes aspirin, treatment for hypertension and serum lipids, avoidance of smoking,
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and controlling serum glucose in diabetic patients. The bypass angioplasty revascularization
investigation (BARI) trial illustrated that intensive risk-factor modification and hypolipid
medication use slows atherosclerosis progression within native coronary arteries of CABG-
treated patients and may to a lesser extent improve long-term patency of surgical conduits. [89]
Antiplatelet therapy - Antiplatelet therapy is recommended following CABG since it improves
SVG patency and clinical outcomes. The 2008 EACTS guideline on antiplatelet and anticoa‐
gulation management in cardiac surgery [90] recommends that aspirin should be given
postoperatively to all patients without contra-indications after CABG in order to improve the
long-term patency of SVG. The recommended dose given is 150—325 mg. Several studies have
shown a trend towards maximal benefit with 325 mg/day in the first year. [91-95] In contrast,
there is no evidence that the use of aspirin after coronary artery bypass grafting improved the
patency of arterial grafts. However, aspirin may be recommended on the basis of improved
survival of patients in general who have atherosclerotic disease.
The optimal timing of the first dose of aspirin for patients after CABG was investigated in a
meta-analysis of 12 studies and found that the benefit of aspirin was optimal if started at 6 h
after surgery. [96] Although, the largest risk reduction was observed when aspirin was given
at 1 h after operation, there was a non-significant increase in the rate of re-operation in this
group. [91] In contrast, there was no benefit found in giving aspirin if starting more than 48 h
postoperatively. [97] Practically, Aspirin should be commenced within 24 h of CABG.
Whether clopidogrel given in addition of aspirin to high-risk patients after CABG would
reduce thrombotic complications was evaluated in several studies. Registry data showed
that adding clopidogrel to aspirin was independently associated with a decrease in recur‐
rence  of  anginal  complaints  and  adverse  cardiac  events  following  off-pump  CABG.
Nonetheless, clopidogrel use beyond 30 days did not show a significant effect on adverse
cardiac  events.  [98]  In  the  randomized CASCADE (Clopidogrel  After  Surgery for  Coro‐
nary Artery Disease) study, aspirin monotherapy was compared with aspirin plus clopi‐
dogrel  in  113 patients  undergoing CABG and SVG intimal  hyperplasia  was determined
by  intravascular  ultrasound  at  1  year.  [99]  Compared  with  aspirin  monotherapy,  the
combination of  aspirin plus clopidogrel  did not significantly reduce SVG intimal hyper‐
plasia  1  year  after  CABG.  Although  the  study  was  not  powered  for  clinical  outcomes,
there was no significant difference in SVG patency or cardiovascular events, neither was
there a difference in the incidence of major bleeding between the 2 treatment groups at 1
year.  Moreover,  the  superiority  of  clopidogrel  over  aspirin  for  optimising graft  patency
after CABG has not been established and thus aspirin should be regarded as the drug of
first choice, however, clopidogrel is an acceptable alternative to aspirin. [90]
In patients whom underwent CABG for ACS subgroup analyses of the CAPRIE (Clopidogrel
versus Aspirin in Patients at Risk of Ischemic Events) and CURE (Clopidogrel in Unstable
angina to prevent Recurrent Events) study provides supportive evidence to prescribe clopi‐
dogrel for 9 to 12 months in addition to aspirin. [100,101] In patients undergoing coronary
bypass surgery with a coronary stent in situ implanted within 1 year, clopidogrel should be
continued if the stented vessel has not been grafted. Finally, in patients with SVG failure treated
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with PCI, prehospital use of antiplatelet therapy compared with patients not using antiplatelets
was associated with lower occurrence of major adverse cardiac events after SVG intervention.
[102] Also, DAPT did not improved outcomes when compared to single antiplatelet therapy.
Warfarin – Conflicting evidence is reported whether warfarin in addition to aspirin is beneficial
in patients post CABG. In an extended follow-up of 7.5 years of the post CABG trial, low-dose
anticoagulation compared with placebo reduced the rate of death by 35%, deaths or myocardial
infarction (MI) by 31%, and the composite clinical endpoint of death, MI, stroke, CABG, or
angioplasty by 17%. [103] However, in a smaller randomized trial, moderate-intensity oral
anticoagulation alone or combined with low-dose aspirin was not superior to low-dose aspirin
in the prevention of recurrent ischemic events in patients with non-ST-elevation ACS and
previous CABG. [104] Currently, the American College of Chest Physicians (ACCP) Evidence-
Based Clinical Practice Guidelines recommended that oral anticoagulation in addition to
aspirin can be considered only when it is indicated for other reasons. [105]
Lipid lowering therapy – Clinical trials have shown that lipid lowering therapy (in particular
statins) is beneficial in patients who have undergone CABG. [103,106-110] Besides the lipid
lowering effect, statins also exert a number of pleiotropic effects on the vascular wall which
may effect SVG in a similar way. In SVG, statins have shown to reduce vascular oxidative
stress, improve NO bioavailability and reduce vascular inflammation, all critical components
of SVG failure. [111] Subsequently, statins have systemic antithrombotic and anti-inflamma‐
tory effects and their administration may prevent acute SVG failure post CABG. [112] Ag‐
gressive lipid lowering therapy may be beneficial for long-term patency of grafts. In the
randomized Post CABG trial, patients who had undergone bypass surgery 1 to 11 years before
base line with elevated serum LDL-cholesterol concentrations (130 to 175 mg/dL / 3.4 to 4.5
mmol/L) were assigned to receive either aggressive lipid lowering therapy with lovastatin and,
if needed, cholestyramine (target LDL-cholesterol <100 mg/dL / 2.6 mmol/L) or to moderate
therapy (target LDL-cholesterol of approximately 134 mg/dL / 3.5 mmol/L). [106] Compared
to a moderate strategy, aggressive lipid lowering therapy was associated with a delay in the
progression of graft disease at an average of 4.3 years as assessed by angiography. Moreover,
after clinical follow-up of 7.5 years, a 30% reduction in revascularization procedures and a 24%
reduction in the composite endpoint of cardiovascular death, MI, stroke, CABG, or angioplasty
were seen. [103] Similar findings were observed in a post hoc analysis from the TNT trial. In
patients with previous CABG, simvastatine 80 mg compared to simvastatine 10 mg, was
significantly more effective in reducing the rate of a combined cardiovascular endpoint at a
median follow-up of 4.9 years (9.7% versus 13.0%). [110] Repeat revascularization with either
CABG or PCI was also significantly reduced in patients assigned to the higher dose (11.3%
versus 15.9%).
Antiplatelet agents and statin therapy are the only modalities with proven efficacy for the
prevention of SVG stenosis. The routine use of beta blockers, calcium channel blockers,
angiotensin converting enzyme (ACE) inhibitors, or nitrates post CABG is not supported by
data, however, many of these patients require beta blockers and ACE inhibitors for preexistent
heart failure or MI according to the ACC/AHA guideline recommendations. [113,114]
Artery Bypass202
The PREVENT IV trial, including almost 3,000 patients that underwent CABG, demonstrated
that rates of use of secondary prevention medications in patients with ideal indications for
these therapies are high for antiplatelet agents and lipid-lowering therapy, but suboptimal for
beta-blockers and ACE inhibitors or ARBs. [115] The study demonstrated that the use of
multiple secondary prevention medications after CABG was associated with significant
improve in clinical outcome death or MI at 2 years (4.2% in patients taking all indicated
medications versus 9.0% in patients taking half or fewer of the indicated medications). No
association was found between the use of most individual medications and subsequent
outcomes, thus underscoring the importance of ensuring appropriate secondary prevention
measures after CABG.
9. Guidelines on revascularization in patients with prior CABG
In the European Society of Cardiology (ESC)/ European Association for Cardio-Thoracic
Surgery (EACTS) guidelines on myocardial revascularization [116] published in 2010 states
that in acute post-operative graft failure PCI may be an alternative to re-operation with
acceptable results and fewer complications. [117] The target for PCI is the body of the coronary
artery of the arterial graft while freshly occluded SVG or the anastomosis itself should be
targeted due to the risk of embolization or perforation. When multiple grafts are occluded or
the graft or native coronary artery appears unsuitable for PCI, surgery should be favoured. In
asymptomatic patients, redo CABG or PCI should only be considered if the graft or coronary
artery is of good size, severely narrowed and supplies a large territory of myocardium. Redo
CABG or PCI should be decided by the Heart Team.
Repeat revascularization in patients with late graft failure is indicated in the presence of severe
anginal symptoms despite anti-anginal medication. In patients with mild or no symptoms
repeat revascularization is dependent on risk stratification by non-invasive testing. [118,119]
In patients with previous CABG, PCI has worse acute and long-term outcomes than in patients
without prior CABG. Redo CABG has a two- to four-fold higher mortality than the first
procedure which is mainly driven by comorbidity and less by the re-operation itself. [120,121]
There is limited data comparing the efficacy of PCI with redo CABG in patients with previous
CABG. In a propensity analysis of long-term survival after redo CABG or PCI in patients with
multivessel disease and high-risk features, short-term outcome was very favourable, with
nearly identical survival at 1 and 5 years. [118] However, in the AWESOME RCT and registry
the overall in-hospital mortality was higher in the redo CABG group compared to the PCI
group. [17,122] Because of the initial higher mortality of redo CABG and comparable long-
term mortality, the guidelines state that PCI is the preferred revascularization strategy in
patients with LIMA or amenable anatomy. Redo CABG is preferred in patients with more
diseased or occluded grafts, reduced systolic function, total occlusions of native coronary
arteries or in the absence of a patent arterial graft. [118] If possible, the IMA is the conduit of
choice when performing redo CABG. [123]
In the 2012 appropriateness criteria for coronary revascularization focussed update of the
American College of Cardiology Foundation Appropriateness Criteria Task Force (ACCF),
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Society for Cardiovascular Angiography and Interventions (SCAI), Society of Thoracic
Surgeons (STS), American Association for Thoracic Surgery (AATS), American Heart Associ‐
ation (AHA), and the American Society of Nuclear Cardiology (ASNC) it is stated that in
patients with prior CABG, the presence of high-risk findings on noninvasive testing, higher
severity of symptoms, or an increasing burden of disease in either the bypass grafts or native
coronaries tended to increase the likelihood of an appropriate rating. [119] In patients with
prior CABG receiving no or minimal anti-ischemic therapy or having low-risk findings on non-
invasive testing revascularization was considered inappropriate. No specific recommenda‐
tions are provided on the strategy for revascularization, performing redo CABG or PCI.
Both the ESC/EACTS guidelines on myocardial revascularization and the ACCF/SCAI/STS/
AATS/AHA/ASNC/HFSA/SCCT 2012 appropriate use criteria for coronary revascularization
focused update do not provide recommendations for patients with prior CABG presenting
with (non) ST segment elevation myocardial infarction (STEMI) or ACS.
10. Percutaneous coronary intervention
Implantation of coronary stents has become the preferred revascularization strategy for
treatment of graft lesions, because redo CABG is associated with an increased morbidity and
mortality. [17,124-129] Compared to native vessel stenting, stenting of graft lesions is associ‐
ated with higher rates of periprocedural events as well as cardiac events at follow-up, due to
distal embolization and subsequent no-reflow and higher percentages of restenosis. [124,125,
130,131] This increased risk is mainly attributed to the friable, degenerated atheromatous and
thrombotic debris that develop when SVGs deteriorate. [132] Moreover, patients with graft
intervention often have a higher generalized atherosclerotic burden and more comorbidities.
[130,131] To date, SVG graft intervention accounts approximately for 5% to 10% of all PCI.
Early graft failure - The incidence of early graft failure within 24 h after CABG is about 1% to
3%. [133] Perioperative graft failure following CABG may result in acute myocardial ischemia
which may necessitate acute secondary revascularization procedure to salvage myocardium,
preserve left ventricular function and improve patient outcome. Perioperative MI and rise in
cardiac markers after CABG is associated with a substantially increased in-hospital morbidity
and mortality. [134-136] The most common graft-related causes of myocardial ischemia after
CABG are graft occlusion due to acute graft thrombosis, graft kinking or overstretching,
postoperative graft spasm and subtotal or hemodynamic relevant anastomotic stenosis.
[137,138] Nongraft-related causes for myocardial ischemia after CABG are surgery-related
possibly due to surgical manipulation on pre-existing microembolizing and disintegrating
unstable plaque and include inadequate cardioplegic perfusion and myocardial protection,
incomplete revascularization, or distal coronary microembolization. [139-141] Rapid identifi‐
cation of early graft failure after CABG and diagnostic discrimination from other causes
enables an adequate reintervention strategy for re-revascularization, i.e. redo CABG or PCI,
and may prevent irreversible myocardial ischemia. Thus far, limited non-randomized data is
available showing that in patients with acute perioperative myocardial ischemia due to early
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graft failure following CABG, emergency PCI may limit the extent of myocardial cellular
damage compared with redo CABG. [133] A nonsignifiant numerical difference was observed
in in-hospital and 1-year mortality between the PCI group or redo CABG (12.0% and 20.0% in
PCI group versus 20.0% and 27% in redo CABG group). Moreover, compared to acute redo-
CABG, emergency PCI is quicker and less invasive. Importantly, in this study patent grafts
were observed in 25% to 34% of the patients, therefore repeat coronary angiography should
be applied when myocardial ischemia due to acute graft failure is suspected. Regarding the
type of bypass graft, LIMA graft failure may be responsible for acute ischemic complications
after CABG in at least a third up to half of the cases. [133,138,142]
Recurrent angina during the early postoperative period is usually due to a technical problem
with a graft or with early graft closure and there is an indication for prompt coronary angiog‐
raphy with percutaneous revascularization. The feasibility of PCI in patients presenting with
clinical evidence of ischemia within 90 days of CABG was evaluated in 2 registries. Most
patients presented with ACS and the most common cause of graft failure was occlusion or
thrombosis. Both registries showed that patients with graft failure can undergo PCI with a
relatively low risk for in-hospital mortality or nonfatal major complications. [143,144]
SVG failure - Recurrent angina after the first few months after CABG is caused by both graft
disease and by progression of atherosclerosis in non-bypassed vessels. Percutaneous inter‐
vention in SVG lesions was evaluated in several randomized studies. The SAVED (Saphenous
Vein de Novo) study randomized 200 patients with SVG lesions to placement of Palmaz-Schatz
bare metal stent (BMS) or standard balloon angioplasty (BA) and demonstrated that compared
to BA, bare metal stents (BMS) were associated with a higher procedural success (92% vs. 69%,
p<0.001) but they had more frequent hemorrhagic complications (17% vs. 5 %, p<0.01). [145]
At 6 months, a non-significant reduction in angiographic restenosis was observed (36% vs.
47%, p=0.11) and clinical follow-up at 9 months showed that freedom from death, MI, repeated
bypass surgery, or revascularization of the target lesion was significantly better in the stent
group (73% vs. 58 %, P = 0.03). Based on the results of the SAVED study, the majority of patients
with SVG stenosis are treated with stenting. To prevent distal embolization form friable
atheroemboli, and in addition may serve as a smooth-muscle cell barrier to decrease restenosis,
stents covered with a mesh, most commonly polytetrafluorethylene (PTFE), were evaluated.
However, 3 prospective randomized trails have not shown benefit with covered stents with
respect to major adverse cardiac events nor in preventing restenosis. [146-148]
In native coronary arteries, drug-eluting stents (DES) have demonstrated a marked reduction
in in-stent restenosis compared to BMS in the treatment of coronary artery disease. Several
DES with different stent platforms, polymers or drugs are available. In the RRISC (Reduction
of Restenosis in Saphenous Vein Grafts With Cypher Sirolimus-Eluting Stent) trial, 75 patients
were randomized to sirolimus-eluting stent (SES) or BMS. [149] At 6 months follow-up, in-
stent late loss was significantly reduced in SES (0.38 ± 0.51 mm vs. 0.79 ± 0.66 mm in BMS).
Target lesion revascularization rate was also significantly reduced (5.3% vs. 21.6%) but no
difference in death and MI was observed. Howbeit, a post hoc analysis of RRISC trial at 3 years
reported similar rates of target vessel revascularization and while statistically underpowered
for clinical outcomes, significantly higher all-cause mortality was reported with SES compared
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with BMS. [150] The SOS (Stenting of Saphenous Vein Grafts) trial randomized 80 patients to
either paclitaxel-eluting stent (PES) or BMS and showed significant reduction in primary end
point, binary angiographic restenosis at 12 months (9% vs. 51%). [151] At 1.5 years clinical
follow-up the PES patients had a significant reduction in target lesion revascularization (5%
vs. 28%), target vessel failure (22% vs. 46%) and a trend towards less MI (15% vs. 31%) but
increased mortality (12% vs. 5%). In contrast to the long-term results of the RRISC study, at a
median follow-up of 35 months PES treated-patients had a significantly lower incidence of MI
(17% vs. 46%), target lesion revascularization (10% vs. 41%), and target vessel failure (34% vs.
72%) as well as a trend toward less definite or probable stent thrombosis (2% vs. 15%). All-
cause mortality (24% vs. 13%) and cardiac mortality (7% vs. 13%) did not differ between
groups. [152] More evidence was provided in the ISAR-CABG (Prospective, Randomized Trial
of Drug-Eluting Stents Versus Bare Metal Stents for the Reduction of Restenosis in Bypass
Grafts). In this study, 610 patients with diseased SVGs were randomized to DES and BMS and
the combined incidence of death, MI, and target lesion revascularisation at 1 year was
significantly lower in the DES group than in the BMS group (15.4% vs. 22.1%) which was
mainly driven by a nearly 50% relative reduction in the risk of target lesion revascularization
(7.2% vs. 13.1%), with non-significant differences in mortality. [153] Consistent results of
improved efficacy with DES and no significant safety hazard were reported in different meta-
analyses which also included non randomized trails. [154-157] The RRISC, SOS and ISAR
CABG all compared first-generation DES to BMS. The SOS-Xience V (Stenting of Saphenous
Grafts-Xience V) prospectively examined the frequency of angiographic in-stent restenosis in
SVG lesions 12 months after implantation of everolimus-eluting stent (EES), a second gener‐
ation DES. Use of EES in SVGs is associated with high rates of stent strut coverage and high
malapposition rates at 12 months post implantation as assessed by optical coherence tomog‐
raphy, however, clinical results are to be waited. [158] Finally, in a multicenter analysis no
difference was observed in real-world patients comparing first-generation DES to BMS. [159]
In a meta-analysis including 29 studies (3 randomized controlled trials (RCT)) involving over
7500 patients, the authors stated that DES may decrease TVR rate in treatment of SVG stenoses
but no differences in reinfarction rate, stent thrombosis or mortality was found between the
DES and BMS groups in the RCT’s. [160] In contrast, the observational data showed lower risk
for MI, stent thrombosis and death in the DES group. This may be a result of patient selection
bias in the observational studies or represent a true finding that was not detected in the RCT
analysis due to limited statistical power.
Stents are effective as treatment for focal lesions, however, the optimal treatment strategy for
a diffusely degenerated SVG is uncertain. Endoluminal reconstruction with stent omplantation
has been suggested as a treatment for diffuse lesions. This was evaluated in a study including
126 patients with diffusely degenerated stenosed or occluded SVG treated with stents. [161]
At 3 year follow-up, survival free of death, infarction, or revascularization was only 43%.
Regarding stenting technique in SVG lesions, it has been suggested that direct stenting,
compared to predilatation with balloon angioplasty, may be beneficial as trapping of debris
could decrease distal embolization that may occur from repeated balloon inflations. Registry
data showed that in unselected patients who underwent SVG intervention direct stenting was
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associated with a lower CK-MB release and fewer non-Q-wave MI. [162] These results needs
to be confirmed in a prospective randomized trial.
After PCI of SVG, progression of disease outside the stented segment can lead to high rates of
restenosis. Therefore, treatment of native coronary artery lesions is preferred to treatment of
degenerated SVG if feasible. In addition, in patients with prior CABG, early diagnostic
angiography can be important as there is a high success rate of percutaneous coronary
intervention (PCI) at the time of subtotal occlusion; and the substantial consequences of the
loss of a bypass graft through total occlusion (e.g, low success and high complication rates of
PCI for totally occluded SVG, and difficult to control angina).
A numerous of predictors for worse outcome after percutaneous SVG intervention have been
identified. Multivariate analysis revealed that major CK-MB release after SVG intervention
and renal insufficiency are powerful independent predictor of all-cause mortality. [163-165]
Lesion length, greater angiographic degeneration of SVG, and larger estimated plaque volume
which may result in a greater likelihood of distal embolization and myocardial necrosis after
intervention, have been identified as predictors of 30-day major adverse cardiac events after
SVG intervention. [166,167] Sexe also appeared to be a predictor as women have a significantly
higher 30-day cumulative mortality rate compared with men (4.4% vs. 1.9%), a higher
incidence of vascular complications (12% vs. 7.3%), and postprocedural acute renal failure
(8.1% vs. 4%). [168] Whether specific stent platforms, polymers or drugs are more appropriate
in SVG and arterial graft lesions has not been addressed at this time.
Arterial graft failure - Due to the superior long-term patency of arterial grafts, in specific the
IMA, they are the vascular conduit of choice for patients undergoing CABG and the increasing
frequency of their use has resulted in a small but increasing need for revascularization. In
arterial graft failure, ostial stenoses are the least common and the pathogenesis of ostial
stenoses may be affected by its proximity to the aorta and potential extension of atherosclerosis
from that vessel.
Anastomosis of IMA to the native coronary is the most frequent site of a target lesion. The
particular anatomical feature of the IMA-to-LAD anastomosis is subjected to continuous
mechanical stress, owing to the asynchronous motion of heart, lungs and bypass. Moreover,
it has been suggested that this predilection reflects scar tissue induced by injury during surgical
manipulation. [169]
Published reports have demonstrated that BA of the IMA can be performed safely with high
procedural success and a low incidence of clinical restenosis. [170-175] The use of BMS
compared to BA alone for percutaneous revascularization of the IMA graft was investigated
in several studies. In a large cohort of 174 patients who underwent BA or BMS placement,
anastomotic lesions were more evident, 63% of al cases. [169] These lesions were more
commonly treated with BA (91%), whereas lesions located at the ostium (8%) were more
frequently treated with stents (69%). Patients who underwent stenting had a target lesion
revascularization rate of 15.4% and those who underwent BA had a rate of 5.4%. In a retro‐
spective analysis patients undergoing BMS implantation for the treatment of IMA graft
stenosis were compared to patients treated with BA. [176] The minority of patients were treated
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with BMS (26.4%) and received at least either ticlopidine or clopidogrel for 4 weeks post PCI.
Angiographic success after stenting was high, 92%. At 1 year follow-up, target lesion revas‐
cularization rates were significantly higher in the stented lesions than lesions treated with BA
alone (19.2% vs. 4.9%) and the higher rate in stented lesions was most apparent at the anasto‐
motic site (25.0% vs. 4.2%). Moreover, a significant difference was observed between 1-year
all-cause mortality between stented lesions and lesions treated with BA alone (13.6% vs. 4.4%),
no difference was observed for MI. In a multivariate analysis including all available baseline
factors contributing to target lesion revascularization, indicated that stent use was an inde‐
pendent predictor. In this observational study selection bias may have resulted in more lesions
at high risk of restenosis being chosen for stenting, as stenting was at the discretion of the
operator.
Comparison of BMS and DES for percutaneous revascularization of IMA Grafts, have reported
conflicting results. In a retrospective study, outomes after BMS and DES treatment in IMA
grafts were evaluated. [177] Baseline characteristics were comparable between the 2 groups,
except for a trend toward longer stent lengths in the DES group (DES 20.2±7.7 mm vs. BMS
14.8±3.5 mm). No significant differences were present in in-hospital and 1- or 6-month
outcomes between the 2 groups, including target lesion revascularization with DES (DES 3.33%
vs. BMS 10%). Contrastingly, 2 small studies did not show improved clinical impact of DES
compared to BMS. At 1-year clinical follow-up, no differences were detected in target lesion
revascularization rates after treatment with BMS and PES (26.6% vs. 25%). [178] In the PES
group, 2 late stent thromboses were observed. In addition, in a small study the long-term
outcomes of 41 patients undergoing PCI of the IMA anastomosis BMS or SES were compared.
[179] At a median follow-up of 29.2 months (interquartile range, 11.1-77.7 months) target lesion
revascularization was 47.8% with SES and 7.1% with BMS. Patients who underwent repeat
revascularization were more likely to have longer stents than those who did not (18.2 mm vs
14.2 mm).
The favourable results of BA compared to stenting in IMA graft intervention is in contrast with
native coronary artery intervention. This might be explained by the fact that: 1) the proliferative
response to BA in IMA may be less aggressive than that in native coronary arteries; 2) in native
coronary arteries as compared to BA, stenting leads to more pronounced arterial injury, greater
inflammatory response, and enhanced neointimal formation; 3) in small native coronary
arteries, the high stent-to-wall ratio might predispose restenosis more frequently; and 4) stents
are known to be thrombogenic and lead to neointimal formation and restenosis. [180-183]
Percutaneous treatment of ostial stenosis, presents technical challenges for the intervention‐
alist whereas lesions in the shaft are most similar to routine intervention in a native coronary
arteries. Stenting of the anastomotic site takes carefully positioning of the stent to achieve
apposition to the arterial wall given the acute angle at which IMA meets the native coronary
artery. In one observational study a difference in 1-year target lesion revascularization rates
was present at the ostial, shaft, and anastomotic sites (30.8%, 5.0%, and 7.2%, respectively).
[176] The anastomosis experiences a bending of the stent with strut shrinkage and might cause
stent fracture or in DES might limit elution of drug to vessel wall.
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Failure of the RA graft is most frequently a complete occlusion and less often a string-like
appearance. However, on rare occasions, focal stenoses of the RA graft can occur.
RA graft stenosis treated by percutaneous intervention was evaluated in a small study
including 18 patients. [184] The location of the RA stenosis was proximal (n = 2), shaft (n = 11)
or distal anastomosis (n = 5). BA alone was performed on nine RA grafts at 1.7 years after
surgery and stenting (3 BMS, 6 DES) of nine RA grafts was achieved at 9.2 years after surgery.
At 5.8 years, clinical follow-up showed heart failure (n = 2) and recurrent angina (n = 3), all
after balloon dilatation. At 4.5 years, 1 RA graft was occluded due to competitive flow from
the native coronary vessel and 2 RA restenoses following BA were treated by stenting. Intra-
stent RA stenosis was noted in 1 patient. PCI with BA should be restricted to the early
postoperative period during which spasm is difficult to exclude. Stenting showed excellent
and durable results and is preferred in most cases. There are no large studies on other arterial
grafts to draw definite conclusions for the treatment with PCI by BA, BMS or DES.
Antithrombotic therapy during graft intervention - The preferred parenteral antithrombotic
therapy during graft intervention remains to be explored. The role of glycoprotein IIb/IIIa
antagonists in graft intervention is limited as they failed to demonstrate a reduction in
periprocedural MI. [185-187] Similarly, no reduction in MACE at 30 days was observed in a
post hoc analysis when glycoprotein IIb/IIIa antagonists were used in conjunction with filter-
based embolic protection, although there was a trend toward improved procedural success.
[188] In contrast, bivalirudin as compared with unfractionated heparin may have beneficial
effects on biochemical and clinical outcomes as it was associated with a significant reduction
in CK-MB elevation and a trend toward lower in-hospital non–Q-wave MI, repeat revascula‐
rization, and vascular complications. [189] Moreover, bivalirudin may offer a safety advantage
over heparin plus a glycoprotein IIb/IIIa anatagonist as minor bleeding complications were
lower with bivalirudin alone (26% vs. 38%) with equal or greater suppression of adverse
ischemic events. [190] Pharmacological treatment of slow or no-reflow is targeted at micro‐
vascular flow with intragraft administration of vasodilators and delivery of pharmaceutical
agents to the distal microvasculature and can be maximized with a microcatheter like an
aspiration thrombectomy catheter. Adenosine is an endogenous purine nucleoside, a vasodi‐
lator of arteries and arterioles, and inhibits platelet activation and aggregation. A high dose of
intragraft adenosine (≥5 boluses of 24 µg each) can result in reversal of slow or no-reflow and
improve final Thrombolysis In Myocardial Infarction (TIMI) flow grade. However, the use of
adenosine is limited because severe bradycardia may occur due to its effect on sinoatrial and
atrioventricular nodal conduction and the half-life of adenosine is very short. Intracoronary
administration of nitroprusside, a direct donor of NO, results in a rapid improvement in both
angiographic flow and blood flow velocity. Caution is warranted in patients who are volume
depleted or hypotensive at baseline because profound hypotension may occur. Prophylactic
intragraft administration of verapamil (100 to 500 µg) can reduce the occurrence of no-reflow
and improve TIMI myocardial perfusion grade. Prophylactic intragraft administration of
nicardipine, a potent arteriolar vasodilator, may reduce CK-MB elevation. Independent
predictors for slow flow or no-reflow are probable patients treated for ACS, stent thrombosis,
diseased SVG, and lesion ulceration.
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Embolic protection Devices - Graft intervention, in particular SVG, can be complicated by distal
embolization of atheroembolic debris leading to decreased epicardial and microvascular
perfusion due to capillary plugging and vasospasm from the release of neurohumoral factors.
Distal embolization may result in the slow or no-reflow and is associated with periprocedural
myocardial necrosis and increased in-hospital mortality. However, distal embolization
remains difficult to predict. Several embolic protection devices are available to prevent distal
embolization and in SVG intervention it is recommended a class I according to the ACC/AHA
guideline. [191] Distal balloon systems provide occlusion beyond the lesion securing the blood
and may prevent plaque embolization into the myocardial bed. Hereafter, the blood with
contained debris can be aspirated before occlusive balloon deflation. Advantages are the low
crossing profile and entrapment of debris of all sizes as well as neurohumoral mediators such
as serotonin and thromboxane that may have an adverse effect on the distal microvasculature.
However, disadvantages are: 1) the need to cross the lesion before adequate protection,
possibly liberating friable material before balloon occlusion; 2) temporary cessation of blood
flow leading to ischemia and possible hemodynamic instability, as well as limiting visualiza‐
tion making accurate stent placement difficult; 3) inability to obtain full evacuation, especially
near the occlusion balloon; 4) possible traumatic injury to the SVG during balloon occlusion,
and 5) the need for a relatively disease-free landing zone of approximately 3 cm distal to the
lesion for placement of the occlusion balloon. [192] The PercuSurge GuardWire (Medtronic,
Minneapolis, Minnesota) and the TriActiv embolic protection system (Kensey Nash Corpora‐
tion, Exton, Pennsylvania) both demonstrated a significant decrease the incidence of no-reflow
and improved 30-day clinical outcome but the latter was associated with more vascular
complications and the need for blood transfusion. [193,194]
Distal filter systems, composed of a tightly wrapped filter attached to a guidewire and sheathed
within a delivery catheter for placement distal to the target lesion, can trap debris that embolize
while the intervention is performed over the guidewire. After the intervention, a retrieval
catheter is advanced over the guidewire to collapse the filter and remove it along with retained
contents. It is ease-of-use and antegrade blood flow during intervention is maintained to avoid
ischemia allowing the ability to inject contrast media to facilitate accurate balloon inflation or
stent placement. Distal filter systems may be preferred in high-risk patients who are at
increased risk for hemodynamic instability such as patients with severe left ventricular
dysfunction or last remaining conduit. These systems do need a high crossing profile (large
diameter sheath approximately 3- to 4-F) and the maneuverability is poor. Moreover, the
inability to completely entrap microparticles, possible occlusion of the filter due to large
amounts of debris, and inability to use in very distal lesions because of the need for a landing
zone to deploy the filter are some other disadvanteges. The FilterWire EX (Boston Scientific)
and the FilterWire EX (Boston Scientific) both showed noninferiority to distal balloon occlusion
devices. [195]
The Proxis embolic protection system (St. Jude Medical, Maple Groves, Minnesota), a proximal
balloon occlusion device, employs a distal balloon to seals the SVG while a proximal balloon
seals the inside of the guiding catheter. This secures the blood with debris from embolizing
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downstream into the microvasculature. After the intervention, the blood with the debris can
be aspirated with a suction catheter before deflating the balloon. The advantages are that
protection from distal embolization of atheromatous debris can be established before crossing
the lesion, side branches can be protected, and distal lesions that are not amenable to distal
embolic protection because of lack of a landing zone can be treated. The device can not be used
in ostial or very proximal lesions as approximately 15 mm of landing zone is required, and the
device causes cessation of antegrade perfusion resulting in myocardial ischemia. The multi‐
center prospective randomized PROXIMAL trial determined outcomes of the Proxis embolic
protection device compared to distal protection devices during stenting of degenerated SVG.
[196] In a subset of 410 patients with lesions amenable to treatment with either proximal or
distal protection devices the primary composite end point, death, MI, or target vessel revas‐
cularization at 30 days, occurred in 12.2% of distal protection patients and 7.4% of proximal
protection patients.
The decision regarding whether or not to intervene in a diseased graft should be guided by
the patient’s symptoms, angiographic evidence of a significant stenosis, and noninvasive
evidence of myocardial ischemia in the region subtended by the bypass graft. Fractional flow
reserve (FFR) measurement to assess the significance of stenosis in a bypass graft can be
performed in a similar fashion as in a native coronary vessel and guide decision making.
Moreover, risk-scoring models are considered to be valuable in predicting outcomes and
guiding to appropriate treatment strategies for patients undergoing PCI. Although, the
SYNTAX score, developed to characterize angiographic complexity, has been proposed to
predict outcomes and select an optimal treatment strategy for patients with coronary artery
disease, the score is complex and does not take into account patients with coronary bypass
graft lesions. [197-199] The Duke myocardial jeopardy score was developed in the 1980s as a
simple method to estimate the amount of myocardium at risk for ischemia on the basis of the
location of a coronary lesion in non-surgically managed patients with coronary artery disease.
[200] Recently, an adjustment was suggested to this score to include left main disease as well
as the protective properties of patent bypass grafts, the modified Duke jeopardy score (Figure
1). [201] The same assumptions are used as in the original score, assigning greater prognostic
significance to more proximal lesions than more distal lesions in the same vessel. Noteworthy,
the modified Duke jeopardy score has not been validated yet.
Acute coronary syndrome - After CABG, progression of atherosclerosis occurs both in grafts and
native coronary arteries, resulting in significant morbidity and mortality, especially in patients
who present with acute ACS. Estimates from the Coronary Artery Surgery Study and Veteran’s
Affairs Cooperative Study of Coronary Bypass indicate a rate of MI of approximately 2% to
3% per year over the first 5 years after CABG, with recurrent infarction in as many as 36% of
patients at 10 years and even higher rates of hospitalization for recurrent ischemia. [202-204]
Although primary PCI is the preferred strategy for STEMI patients, current guidelines do not
provide specific recommendations on the optimal reperfusion strategy in patients with prior
CABG. [205] Compared to patient without prior CABG, patients with prior CABG presenting
with ACS are older, have more cardiovascular risk factors, more frequent comorbidities, higher
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TIMI risk score, lower left ventricular ejection fraction, had higher prevalence of previous
treatment with evidence-based medications, were less likely to have ST-segment deviation or
positive cardiac biomarker on presentation. [206-209] During hospitalization prior CABG
patients experienced larger infarct size, were less likely to receive reperfusion therapy, early
invasive therapy and were more likely to be managed medically when compared to non-CABG
patients. [207,209] However, the efficacy of reperfusion therapy in patients with previous
CABG is less well characterized. Given the large amount of atherosclerotic material and
thrombus burden with limited runoff found in occluded SVG, it is suggested that reperfusion
success rate is reduced. In the GUSTO-1 (Global Utilization of Streptokinase and TPA for
Occluded Arteries I) trial a significantly increase in 30-day mortality was observed following
reperfusion with tissue-type plasminogen activator in prior CABG patients compared to those
without prior CABG (10.7% vs. 6.7%). [210] In addition, the prior CABG group also suffered
more pulmonary edema, hypotension, or cardiogenic shock and a lower TIMI flow grade 3
rate was achieved (31% vs. 49.2%). In the PERSUIT (Platelet Glycoprotein IIb/IIIa in Unstable
Angina: Receptor Suppression Using Integrilin Therapy) trial the efficacy of eptifibatide, a
Glycoprotein IIb/IIIa antagonist, in patients with ACS was compared in patients with or
without prior CABG. [88] After adjusting for differences in baseline characteristics and
treatment, patients with prior CABG had a significantly higher mortality rates at 6 months. At
30 days, there was a similar effect on the primary end point of death or MI in the eptifibatide
group versus the placebo group in prior CABG patients and in patients without a history of
CABG. Finally, in the ACUITY (Acute Catheterization and Urgent Intervention Triage
Strategy) Trial patients with prior CABG presenting with ACS were randomized to bivalirudin
or heparin plus a glycoprotein IIb/IIIa inhibitor. [209] Bivalirudin monotherapy did not
Figure 1. Modified Duke Jeopardy Score
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improve short-term or long-term prognoses in ACS patients with prior CABG. Currently, the
optimal antithrombotic therapy for patients with prior CABG presenting with ACS is not
known, and existing data are conflicting.
As the non-invasive treatment did not significantly improve outcomes in patients with prior
CABG presenting with ACS a percutaneous strategy was investigated. Invasive versus non-
invasive treatment in ACS and prior CABG was evaluated in the GRACE (Global Registry of
Acute Coronary Events), and 6-month mortality was lower in patients revascularized versus
those treated medically by univariate but not by multivariable analysis. [211] Similarly, in a
large Swedish registry of 10,837 patients with previous CABG, 1-year adjusted mortality was
reduced with 50% with revascularization compared with medical management. [212]
Long-term clinical follow-up of ACS patients with prior CABG treated with PCI has been
assessed in several studies. In a small study, 34 consecutive patients with ACS who underwent
PCI with DES for occluded SVG, showed a procedural success rate of 81%. [213] At 3-year
follow-up mortality was 42%, recurrent ACS was 41% and repeat intervention was 38%. In a
recently published retrospective analysis, the outcomes after PCI with BMS or DES for ACS
due to graft failure were evaluated. [214] Although the majority of the 92 patients included
were treated with BMS (84%), the groups were comparable for baseline clinical and angio‐
graphic characteristics. Graft failure occurred mainly in the SVG (90%), but also arterial grafts
(LIMA and RIMA) were treated (8.7%). The initial restoration of normal blood flow was
approximately 80%. The primary endpoint of death, MI, target vessel revascularization at 5-
year follow-up was 65.9% in the BMS group and 43.4% in the DES group, this difference did
not reach statistical significance. Individual endpoints at 5 years were also comparable between
BMS and DES groups (death 46% vs. 43%, MI 36% vs. 33%, target lesion revascularization 26%
vs. 15%, respectively). Predictors for the composite endpoint were cardiac shock (HR= 6.13;
95%-CI:3.12-12.01), creatinin (HR=1.006; 95%-CI:1.001-1.011), and multi-vessel disease (HR=
4.64; 95%-CI:1.40-15.41). Cardiac shock and creatinin also predicted for death.
The beneficial effect of redo CABG over PCI was examined in the randomized AWESOME
(Angina With Extremely Serious Operative Mortality Evaluation) trial in which 3-year survival
and freedom from recurrent ACS was similar among patients with prior CABG and refractory
myocardial ischemia, although patients favoured PCI. [215]
Patients with an acute MI / STEMI from a SVG culprit undergoing PCI are a high-risk subset
of an already high-risk population. In the PAMI-2 (Second Primary Angioplasty in Myocardial
Infarction) trial demonstrated lower angiographic success rates and higher mortality rates after
BA in 58 patients with prior CABG compared with the 1068 patients without prior CABG.
Primary PCI in patients with acute MI and prior CABG showed that patients treated with BA
or BMS in SVG grafts compared to patients in whom a native vessel was treated had more no-
reflow at initial treatment (8.9% vs. 1.6%) and significantly more MI at 1 year follow-up (26%
vs. 11%). [130] In another study, outcomes of 192 patients with acute MI from a SVG culprit
undergoing PCI were compared to patients with a native culprit. [216] After multivariable
adjustment, SVG culprit remained significantly associated with lower levels of peak troponin.
The likelihood of MACE was higher in SVG vs. native culprits in patients with small to modest
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troponin elevations. Patients with a SVG culprit also suffered higher rates of mortality at 30
days (14.3% vs. 8.4%) and MACE at 1 year (36.8% vs. 24.5%). Finally, in the APEX-AMI trial,
STEMI patients with prior CABG exhibited a smaller baseline territory at risk as measured by
12-lead ECG and had less myocardial necrosis. Moreover, in these patients receiving primary
PCI, TIMI flow grade 3 was less frequently achieved and ST-segment resolution was less
common but they have more frequent clinical comorbidities and increased 90-day clinical
events including mortality. Risk factors for mortality were prior heart failure and age.
In conclusion, in patients with prior CABG presenting with ACS, PCI improves clinical
outcomes compared to medical therapy alone. Redo CABG does not seem to further improve
clinical outcomes.
11. Redo CABG for graft failure
Redo CABG is considered when revascularization of the LAD or a large area of the myocar‐
dium is required. Redo CABG is also preferred in patients with prior CABG with no patent
grafts present but left main disease or 3-vessel disease, and in those with disabling angina,
despite optimal non-surgical therapy, including lesions unsuitable for PCI. [217]
Surgeons are posed with a number of challenges in patients requiring redo CABG, including
a higher likelihood of technical complications, incomplete revascularization, inadequate
myocardial preservation, lack of suitable conduits, neurologic complications including major
disabling stroke, renal failure, peri-operative bleeding and ischemia. [218,219] To help decrease
the risks associated with redo CABG, a number of technical advances have been introduced
in the surgical arena. The first challenge, safe sternal re-entry without damaging coronary
bypass grafts and other retrosternal structures, has been described to be safely performed when
using an oscillating or micro-oscillating saw. [220,221] Periodic deflating of the lungs will help
prevent injury to the pulmonary parenchyme during re-entry. When a mammary artery was
used in the first surgery, there are generally four types of mammary artery to sternal relation‐
ships that can be encountered. [219] The first: LIMA and RIMA are both used with the LIMA
supplying the LAD and the RIMA reaching to the RCA or its branches. In this case, the risk of
injury is relatively low, because the IMA grafts are parallel to the body of the sternum at a
deeper plane and go through the pericardium (which is therefore open) directly away from
the midline toward the target vessels. In a second situation, a pedicle LIMA graft crosses in
front of the pleura, curves around and goes back laterally to reach the LAD, which is typically
seen as a C-shaped curve on the angiogram. This type of LIMA grafting is particularly prone
to injury during sternotomy because of its close proximity to the sternal body. In the third
scenario, the RIMA graft is used and comes in front of the aorta across the midline and reaches
the LAD. Although the graft crosses the midline the risk of injury is relatively low due to the
close proximity to the aorta which lies deeper in the thorax and can be easily identified. Finally,
the RIMA may go behind the aorta through the transverse sinus to reach the marginal branches
of the Cx artery, which is very far away from the sternal re-entry area and poses therefore
minimal risk for potential injury. The proximity of vein grafts to the sternum varies signifi‐
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cantly due to the large number of options for proximal as well as distal anastomosis sites.
Careful review of the coronary angiogram or even cardiac/thoracic imaging to assess the
relationship to the sternum and other anatomic structures is therefore warranted. Other
structures at risk for injury during sternal re-entry include perforation of the right ventricle,
and innominate vein. This is particularly true in patients where the pericardium was not
closed. After sternal access, subsequent exposure of the heart can be completed by fibrosis
which can be significant especially after pericarditis or radiation exposure. In patients
requiring posterior vessel bypass, the entire heart should be cleared of fibrosis to allow surgical
manipulation.
After sternal entry and inspection of the coronary vessels and branches, the second challenge
is to assure adequate revascularization. Diffuse coronary artery disease poses a major problem
in finding a suitable and satisfactory area for anastomosis. Thick plaque build-up and calcified
coronary artery branches as well as calcification of the aortic arch make distal and proximal
anastomosis of coronary bypass grafts hard and increase the chances of graft failure. [219]
Additionally, the lack of satisfactory bypass conduits is common, because many patients
undergoing redo CABG have very thin and dilated varicose veins, and small and calcified
radial arteries. Risk factors for poor saphenous vein quality are age, obesity and diabetes,
which are all more prominent in patients requiring redo CABG. In those patients the IMA may
be small or even atherosclerotic.
Inadequate myocardial protection is an important cause of failure to wean patients off
cardiopulmonary bypass. In the presence of degenerative old vein grafts, delivery of cardio‐
plegia solution is considered safer through retrograde coronary sinus perfusion than anterog‐
rade delivery of cardioplegic solution because of the risk of atheromatous embolization from
atherosclerotic vein grafts which can lead to acute occlusion of coronary artery branches. [222]
Additional measures include a no touch approach regarding diseased vein grafts to minimalize
the chance of distal embolization due to manipulation. [223] To assure a constant temperature
in an attempt to minimize haematological abnormalities and tissue edema, some surgeons also
occlude the IMA with a bulldog clamp to prevent the delivery of warm blood into the
myocardium. In such a way, the entire myocardium is provided with continuous, cold
cardioplegic solution through coronary sinus perfusion. [224,225] After placement of newly
constructed coronary artery bypass grafts, anterograde cardioplegic solution can also be given.
Neurological complications and bleedings are common following redo CABG. Several
techniques are used to decrease the risk of neurological complications. Most common are
ischemic stroke or TIA due to cerebral embolization from a calcified ascending aorta, athe‐
romatous plaques on the ascending aorta, and embolization from a jet phenomenon from aortic
cannulation. Other causes for cerebal dysfunction are systemic inflammatory processes in
response to cardiopulmonary bypass and gaseous microemboli. [226] Soft flow aortic cannu‐
lae, heparin-coated circuits, and administration of adenosine have proposed as techniques to
lower neurological complications, but adequate studies and therefore evidence are lacking.
[227-229] Bleeding is associated with an increased morbidity and mortality. Bleedings can be
largely avoided by meticulous surgical dissection and careful catherization. Some studies
using the application of fibrin glue suggest that this may help minimize peri-operative
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bleeding. [230] Intraoperative blood loss is a major cause of post-operative bleeding from
depleted coagulation factors and hemodilution. Consideration should be given to preoperative
antiplatelet therapy including aspirin and clopidogrel. A low platelet count and other medical
conditions that adversely affect the coagulation process should be carefully investigated.
Redo CABG for coronary bypass graft failure is not favoured by cardiologists and surgeons
alike, due to the higher morbidity and mortality compared with primary CABG. Reported
intraoperative mortality rates are 5.8-9.6%. [231] Other major complications include stroke
(1.4-3.2%), non-fatal MI (3.0-9.6%), renal failure (2.4-11%) and post-operative bleeding
(2.7-4.4%). [217,223] Following redo CABG, survival is 75–90% and 55–75% at 5- and 10-year
follow-up, respectively. [231]
Redo CABG versus PCI - Available data comparing the outcomes of PCI to redo CABG in
patients with prior CABG is limited. Initial studies evaluating BA versus CABG noted
comparable long-term results except for a much higher rate of repeat revascularization in the
BA group (BA 64% vs. redo CABG 8%). [232] Multivariate analysis identified age > 70 years,
left ventricular ejection fraction < 40%, unstable angina, number of diseased vessels and
diabetes mellitus as independent correlates of mortality for the entire group. Direct compari‐
son between redo CABG and PCI was performed in the AWESOME trial. A total of 142 patients
with refractory post-CABG ischemia and at least one of five high-risk features (i.e. prior open-
heart surgery, age >70 years, left ventricular ejection fraction <35%, MI within seven days or
intraaortic balloon pump required) amandable for either PCI or redo CABG were randomized.
[17] Arterial grafts were used in 75% of redo CABG procedures and stents in 54% of PCI
(approximately one-half with BMS). In-hospital mortality was higher after redo CABG (8% vs.
0%). At 3 years, there was no significant difference in overall patient survival (redo CABG 71%
vs. PCI 77%), but there was a nonsignificant increase in survival free of unstable angina in the
CABG group (65% vs. 48%). In the much larger retrospective observational study from the
Cleveland Clinic of 2191 patients with prior CABG who underwent multivessel revasculari‐
zation between 1995 and 2000 were evaluated. [233] A total of 1487 had redo CABG and 704
underwent PCI (77% with at least one stent). No difference was observed in 30-day mortality
with redo CABG compared to PCI (2.8% vs. 1.7%) but as expected periprocedural Q wave MI
occurred more often after redo CABG (1.4% vs. 0.3%). At 5-years follow-up, cumulative
survival was similar with redo CABG and PCI (79.5% vs. 75.3%). After adjustment, PCI was
associated with a nonsignificant increase in mortality risk (hazard ratio 1.47, 95% CI 0.94-2.28).
The major predictors of mortality were higher age and lower LVEF, not the method of
revascularization. Importantly, the choice of treatment strategy was largely determined by
coronary anatomy wherein the most important factors to perform redo CABG were: 1) more
diseased or occluded grafts, 2) absence of a prior MI, 3) lower left ventricular ejection fraction,
4) longer interval from first CABG (15 vs. 6 years), 5) more total occlusions in native coronary
arteries, and 6) the absence of a patent mammary artery graft.
In diabetic patients with post-CABG angina, the outcomes after repeat revascularization were
evaluated in an observational study in which 1123 such patients underwent PCI (75% BA, 25%
stent palcement) and 598 underwent redo CABG. [234] Redo CABG was associated with
increased in-hospital mortality (11.2% vs. 1.6%) and stroke (4.7% vs. 0.1%). At 10 years, there
Artery Bypass216
was no significant difference in mortality between groups (redo CABG 74% vs. PCI 68%).
Noteworthy, the available comparative studies were, however, conducted before the use of
aggressive dual antiplatelet therapy with aspirin and clopidogrel after PCI with stenting and
aggressive lipid-lowering with statins for secondary prevention.
In a recently published retrospective study, in which patients were prescribed aggressive
dual antiplatelet therapy, 287 consecutive patients with graft failure were assigned by the
heart-team to PCI or redo CABG. [235] A total of 243 patients underwent PCI (82% treat‐
ed with BMS, 18% treated with DES) and 44 redo CABG. Patient selection was present as
patients  undergoing  PCI  more  frequently  presented  with  STEMI,  multivessel  disease,
SVG failure, a history of MI, and shorter time-to-graft failure. At 5 year, the rate of com‐
posite all-cause death, MI or target vessel revascularization was comparable,  57.6% after
PCI and 51% after redo CABG. Target lesion revascularization was 21.3% after PCI, and
3.2%  following  redo  CABG.  In  the  PCI  group,  BMS  was  associated  with  significantly
higher  rates  of  target  lesion revascularization (24.8% vs.  7.6%),  but  the  rate  of  death or
MI compared with DES was similar.  Independent predictors for  the composite  outcome
were creatinine and peak creatine kinase MB. These results have to be confirmed in larg‐
er studies before definite conclusion can be drawn.
12. Conclusion
Patients with prior CABG remain at risk for future cardiac events, including graft failure. Stable
patients with recurrence of angina following CABG can be treated medically for their symp‐
toms and risk factor reduction. In all patients with coronary heart disease aggressive risk factor
reduction is recommended which includes aspirin, treatment for hypertension and serum
lipids, avoidance of smoking, and controlling serum glucose in diabetic patients. Evaluation
for ischemia is as in other patients with stable angina without prior CABG. However, early
diagnostic angiography is suggested as the different anatomic possibilities, i.e. graft stenosis
or progression of native vessel disease in nonbypassed vessels can lead to recurrent ischemia.
Revascularization of graft failure either by PCI or redo CABG is associated with worse acute
and long-term outcomes compared to patients without prior CABG. The choice of treatment
modality is influenced by clinical and angiographic characteristics. When multiple grafts are
occluded or the graft or native coronary artery appears unsuitable for PCI, surgery should be
favoured. The target for PCI is the body of the coronary artery of the arterial graft while freshly
occluded SVG or the anastomosis itself should be targeted due to the risk of embolization or
perforation. Whether specific stent platforms, polymers or drugs are more appropriate in SVG
and arterial graft lesions has not been addressed at this time. Moreover, the role of various
surgical techniques for graft revascularization, such as off-pump and minimal invasive CABG
also remain unclear. Finally, factors including disease status of the native vessel, and patient
characteristics such as left ventricular function, renal failure, diabetes and advanced age, as
shown in our multivariate analysis are of influence on outcomes. Future prospective studies
in the medical and invasive treatment of graft failure are therefore warranted. Those studies
together with our growing understanding of the pathobiology of arterial and vein grafts will
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ultimately result in practical patient-tailored therapeutic strategies to enhance graft functionand control intimal hyperplasia and accelerated atherosclerosis.
Author details
M.A. Beijk1 and R.E. Harskamp1,2
1 Academic Medical Center – University of Amsterdam, Amsterdam,, The Netherlands
2 Duke Clinical Research Institute – Duke University, Durham, North Carolina,, USA
References
[1] Beck CS. The development of a new blood supply to the heart by operation. Ann
Surg 1935;102:801-13.
[2] Leighninger DS, Dalem J. Revascularization of the heart by anastomosis between aor‐
ta and coronary sinus; the Beck II operation, an experimental study. Ann Surg
1954;140:668-74.
[3] Effler DB, Groves LK, Sones FM, Jr., Shirey EK. Increased myocardial perfusion by
internal mammary artery implant: Vineberg's operation. Ann Surg 1963;158:526-36.
[4] Mehta NJ, Khan IA. Cardiology's 10 greatest discoveries of the 20th century. Tex
Heart Inst J 2002;29:164-71.
[5] Vineberg AM. Development of an anastomosis between the coronary vessels and a
transplanted internal mammary artery. Can Med Assoc J 1946;55:117-9.
[6] Gibbon JH, Jr. The development of the heart-lung apparatus. Am J Surg
1978;135:608-19.
[7] Haller JD, Olearchyk AS. Cardiology's 10 greatest discoveries. Tex Heart Inst J
2002;29:342-4.
[8] Favaloro RG, Effler DB, Cheanvechai C, Quint RA, Sones FM, Jr. Acute coronary in‐
sufficiency (impending myocardial infarction and myocardial infarction): surgical
treatment by the saphenous vein graft technique. Am J Cardiol 1971;28:598-607.
[9] Johnson WD, Flemma RJ, Lepley D, Jr., Ellison EH. Extended treatment of severe cor‐
onary artery disease: a total surgical approach. Ann Surg 1969;170:460-70.
[10] Bailey CP, Hirose T. Successful internal mammary-coronary arterial anastomosis us‐
ing a "minivascular" suturing technic. Int Surg 1968;49:416-27.
Artery Bypass218
[11] Kolessov VI. Mammary artery-coronary artery anastomosis as method of treatment
for angina pectoris. J Thorac Cardiovasc Surg 1967;54:535-44.
[12] Curtis JJ, Stoney WS, Alford WC, Jr., Burrus GR, Thomas CS, Jr. Intimal hyperplasia.
A cause of radial artery aortocoronary bypass graft failure. Ann Thorac Surg
1975;20:628-35.
[13] Acar C, Jebara VA, Portoghese M, et al. Revival of the radial artery for coronary ar‐
tery bypass grafting. Ann Thorac Surg 1992;54:652-9.
[14] Epstein AJ, Polsky D, Yang F, Yang L, Groeneveld PW. Coronary revascularization
trends in the United States, 2001-2008. JAMA 2011;305:1769-76.
[15] Fitzgibbon GM, Leach AJ, Keon WJ, Burton JR, Kafka HP. Coronary bypass graft
fate. Angiographic study of 1,179 vein grafts early, one year, and five years after op‐
eration. J Thorac Cardiovasc Surg 1986;91:773-8.
[16] Hong MK, Mehran R, Dangas G, et al. Are we making progress with percutaneous
saphenous vein graft treatment? A comparison of 1990 to 1994 and 1995 to 1998 re‐
sults. J Am Coll Cardiol 2001;38:150-4.
[17] Morrison DA, Sethi G, Sacks J, et al. Percutaneous coronary intervention versus re‐
peat bypass surgery for patients with medically refractory myocardial ischemia:
AWESOME randomized trial and registry experience with post-CABG patients. J Am
Coll Cardiol 2002;40:1951-4.
[18] Weintraub WS, Jones EL, Morris DC, King SB, III, Guyton RA, Craver JM. Outcome
of reoperative coronary bypass surgery versus coronary angioplasty after previous
bypass surgery. Circulation 1997;95:868-77.
[19] Motwani JG, Topol EJ. Aortocoronary saphenous vein graft disease: pathogenesis,
predisposition, and prevention. Circulation 1998;97:916-31.
[20] Rogers WJ, Canto JG, Lambrew CT, et al. Temporal trends in the treatment of over
1.5 million patients with myocardial infarction in the US from 1990 through 1999: the
National Registry of Myocardial Infarction 1, 2 and 3. J Am Coll Cardiol
2000;36:2056-63.
[21] Bryan AJ, Angelini GD. The biology of saphenous vein graft occlusion: etiology and
strategies for prevention. Curr Opin Cardiol 1994;9:641-9.
[22] Davies MG, Hagen PO. Pathophysiology of vein graft failure: a review. Eur J Vasc
Endovasc Surg 1995;9:7-18.
[23] Milroy CM, Scott DJ, Beard JD, Horrocks M, Bradfield JW. Histological appearances
of the long saphenous vein. J Pathol 1989;159:311-6.
[24] Thiene G, Miazzi P, Valsecchi M, et al. Histological survey of the saphenous vein be‐
fore its use as autologous aortocoronary bypass graft. Thorax 1980;35:519-22.
Treatment of Coronary Artery Bypass Graft Failure
http://dx.doi.org/10.5772/54928
219
[25] Panetta TF, Marin ML, Veith FJ, et al. Unsuspected preexisting saphenous vein dis‐
ease: an unrecognized cause of vein bypass failure. J Vasc Surg 1992;15:102-10.
[26] He GW. Vascular endothelial function related to cardiac surgery. Asian Cardiovasc
Thorac Ann 2004;12:1-2.
[27] Angelini GD, Passani SL, Breckenridge IM, Newby AC. Nature and pressure de‐
pendence of damage induced by distension of human saphenous vein coronary ar‐
tery bypass grafts. Cardiovasc Res 1987;21:902-7.
[28] Bush HL, Jr., Jakubowski JA, Curl GR, Deykin D, Nabseth DC. The natural history of
endothelial structure and function in arterialized vein grafts. J Vasc Surg
1986;3:204-15.
[29] Mills NL, Everson CT. Vein graft failure. Curr Opin Cardiol 1995;10:562-8.
[30] Ohta O, Kusaba A. Development of vasa vasorum in the arterially implanted auto‐
vein bypass graft and its anastomosis in the dog. Int Angiol 1997;16:197-203.
[31] Shi Y, O'Brien JE, Jr., Mannion JD, et al. Remodeling of autologous saphenous vein
grafts. The role of perivascular myofibroblasts. Circulation 1997;95:2684-93.
[32] Thatte HS, Khuri SF. The coronary artery bypass conduit: I. Intraoperative endothe‐
lial injury and its implication on graft patency. Ann Thorac Surg 2001;72:S2245-
S2252.
[33] Rao GN, Berk BC. Active oxygen species stimulate vascular smooth muscle cell
growth and proto-oncogene expression. Circ Res 1992;70:593-9.
[34] Zou Y, Dietrich H, Hu Y, Metzler B, Wick G, Xu Q. Mouse model of venous bypass
graft arteriosclerosis. Am J Pathol 1998;153:1301-10.
[35] Barboriak JJ, Pintar K, Van Horn DL, Batayias GE, Korns ME. Pathologic findings in
the aortocoronary vein grafts. A scanning electron microscope study. Atherosclerosis
1978;29:69-80.
[36] Vlodaver Z, Edwards JE. Pathologic changes in aortic-coronary arterial saphenous
vein grafts. Circulation 1971;44:719-28.
[37] Waller BF, Roberts WC. Remnant saphenous veins after aortocoronary bypass graft‐
ing: analysis of 3,394 centimeters of unused vein from 402 patients. Am J Cardiol
1985;55:65-71.
[38] Bourassa MG, Campeau L, Lesperance J, Grondin CM. Changes in grafts and coro‐
nary arteries after saphenous vein aortocoronary bypass surgery: results at repeat an‐
giography. Circulation 1982;65:90-7.
[39] Rosenfeldt FL, He GW, Buxton BF, Angus JA. Pharmacology of coronary artery by‐
pass grafts. Ann Thorac Surg 1999;67:878-88.
Artery Bypass220
[40] Tsui JC, Dashwood MR. Recent strategies to reduce vein graft occlusion: a need to
limit the effect of vascular damage. Eur J Vasc Endovasc Surg 2002;23:202-8.
[41] Peykar S, Angiolillo DJ, Bass TA, Costa MA. Saphenous vein graft disease. Minerva
Cardioangiol 2004;52:379-90.
[42] Nwasokwa ON. Coronary artery bypass graft disease. Ann Intern Med
1995;123:528-45.
[43] Schwartz SM, Deblois D, O'Brien ER. The intima. Soil for atherosclerosis and resteno‐
sis. Circ Res 1995;77:445-65.
[44] Zhang L, Peppel K, Brian L, Chien L, Freedman NJ. Vein graft neointimal hyperpla‐
sia is exacerbated by tumor necrosis factor receptor-1 signaling in graft-intrinsic cells.
Arterioscler Thromb Vasc Biol 2004;24:2277-83.
[45] Leask RL, Butany J, Johnston KW, Ethier CR, Ojha M. Human saphenous vein coro‐
nary artery bypass graft morphology, geometry and hemodynamics. Ann Biomed
Eng 2005;33:301-9.
[46] Butany JW, David TE, Ojha M. Histological and morphometric analyses of early and
late aortocoronary vein grafts and distal anastomoses. Can J Cardiol 1998;14:671-7.
[47] Domanski MJ, Borkowf CB, Campeau L, et al. Prognostic factors for atherosclerosis
progression in saphenous vein grafts: the postcoronary artery bypass graft (Post-
CABG) trial. Post-CABG Trial Investigators. J Am Coll Cardiol 2000;36:1877-83.
[48] Mehta D, Izzat MB, Bryan AJ, Angelini GD. Towards the prevention of vein graft
failure. Int J Cardiol 1997;62 Suppl 1:S55-S63.
[49] Shi Y, O'Brien JE, Fard A, Mannion JD, Wang D, Zalewski A. Adventitial myofibro‐
blasts contribute to neointimal formation in injured porcine coronary arteries. Circu‐
lation 1996;94:1655-64.
[50] Ratliff NB, Myles JL. Rapidly progressive atherosclerosis in aortocoronary saphenous
vein grafts. Possible immune-mediated disease. Arch Pathol Lab Med 1989;113:772-6.
[51] Hermiller JB, Tenaglia AN, Kisslo KB, et al. In vivo validation of compensatory en‐
largement of atherosclerotic coronary arteries. Am J Cardiol 1993;71:665-8.
[52] Atkinson JB, Forman MB, Vaughn WK, Robinowitz M, McAllister HA, Virmani R.
Morphologic changes in long-term saphenous vein bypass grafts. Chest
1985;88:341-8.
[53] Lie JT, Lawrie GM, Morris GC, Jr. Aortocoronary bypass saphenous vein graft athe‐
rosclerosis. Anatomic study of 99 vein grafts from normal and hyperlipoproteinemic
patients up to 75 months postoperatively. Am J Cardiol 1977;40:906-14.
Treatment of Coronary Artery Bypass Graft Failure
http://dx.doi.org/10.5772/54928
221
[54] Amano J, Suzuki A, Sunamori M, Tsukada T, Numano F. Cytokinetic study of aorto‐
coronary bypass vein grafts in place for less than six months. Am J Cardiol
1991;67:1234-6.
[55] Dietrich H, Hu Y, Zou Y, et al. Rapid development of vein graft atheroma in ApoE-
deficient mice. Am J Pathol 2000;157:659-69.
[56] Kockx MM, Cambier BA, Bortier HE, et al. Foam cell replication and smooth muscle
cell apoptosis in human saphenous vein grafts. Histopathology 1994;25:365-71.
[57] Qiao JH, Walts AE, Fishbein MC. The severity of atherosclerosis at sites of plaque
rupture with occlusive thrombosis in saphenous vein coronary artery bypass grafts.
Am Heart J 1991;122:955-8.
[58] Walts AE, Fishbein MC, Matloff JM. Thrombosed, ruptured atheromatous plaques in
saphenous vein coronary artery bypass grafts: ten years' experience. Am Heart J
1987;114:718-23.
[59] Goldman S, Zadina K, Krasnicka B, et al. Predictors of graft patency 3 years after cor‐
onary artery bypass graft surgery. Department of Veterans Affairs Cooperative
Study Group No. 297. J Am Coll Cardiol 1997;29:1563-8.
[60] Mehta RH, Ferguson TB, Lopes RD, et al. Saphenous vein grafts with multiple versus
single distal targets in patients undergoing coronary artery bypass surgery: one-year
graft failure and five-year outcomes from the Project of Ex-Vivo Vein Graft Engineer‐
ing via Transfection (PREVENT) IV trial. Circulation 2011;124:280-8.
[61] He GW, Yang CQ. Comparison among arterial grafts and coronary artery. An at‐
tempt at functional classification. J Thorac Cardiovasc Surg 1995;109:707-15.
[62] He GW, Acuff TE, Yang CQ, Ryan WH, Mack MJ. Middle and proximal sections of
the human internal mammary artery are not "passive conduits". J Thorac Cardiovasc
Surg 1994;108:741-6.
[63] He GW, Angus JA, Rosenfeldt FL. Reactivity of the canine isolated internal mamma‐
ry artery, saphenous vein, and coronary artery to constrictor and dilator substances:
relevance to coronary bypass graft surgery. J Cardiovasc Pharmacol 1988;12:12-22.
[64] Van Son JA, Smedts F, Vincent JG, van Lier HJ, Kubat K. Comparative anatomic
studies of various arterial conduits for myocardial revascularization. J Thorac Cardi‐
ovasc Surg 1990;99:703-7.
[65] Luscher TF, Diederich D, Siebenmann R, et al. Difference between endothelium-de‐
pendent relaxation in arterial and in venous coronary bypass grafts. N Engl J Med
1988;319:462-7.
[66] Cameron AA, Green GE, Brogno DA, Thornton J. Internal thoracic artery grafts: 20-
year clinical follow-up. J Am Coll Cardiol 1995;25:188-92.
Artery Bypass222
[67] Loop FD, Lytle BW, Cosgrove DM, et al. Influence of the internal-mammary-artery
graft on 10-year survival and other cardiac events. N Engl J Med 1986;314:1-6.
[68] Muneretto C, Negri A, Manfredi J, et al. Safety and usefulness of composite grafts for
total arterial myocardial revascularization: a prospective randomized evaluation. J
Thorac Cardiovasc Surg 2003;125:826-35.
[69] Merrilees MJ, Shepphard AJ, Robinson MC. Structural features of saphenous vein
and internal thoracic artery endothelium: correlates with susceptibility and resistance
to graft atherosclerosis. J Cardiovasc Surg (Torino) 1988;29:639-46.
[70] Berger PB, Alderman EL, Nadel A, Schaff HV. Frequency of early occlusion and
stenosis in a left internal mammary artery to left anterior descending artery bypass
graft after surgery through a median sternotomy on conventional bypass: benchmark
for minimally invasive direct coronary artery bypass. Circulation 1999;100:2353-8.
[71] Tatoulis J, Buxton BF, Fuller JA. Patencies of 2127 arterial to coronary conduits over
15 years. Ann Thorac Surg 2004;77:93-101.
[72] Tatoulis J, Buxton BF, Fuller JA. The right internal thoracic artery: the forgotten con‐
duit--5,766 patients and 991 angiograms. Ann Thorac Surg 2011;92:9-15.
[73] Achouh P, Boutekadjirt R, Toledano D, et al. Long-term (5- to 20-year) patency of the
radial artery for coronary bypass grafting. J Thorac Cardiovasc Surg 2010;140:73-9,
79.
[74] Suma H, Tanabe H, Takahashi A, et al. Twenty years experience with the gastroepi‐
ploic artery graft for CABG. Circulation 2007;116:I188-I191.
[75] Khot UN, Friedman DT, Pettersson G, Smedira NG, Li J, Ellis SG. Radial artery by‐
pass grafts have an increased occurrence of angiographically severe stenosis and oc‐
clusion compared with left internal mammary arteries and saphenous vein grafts.
Circulation 2004;109:2086-91.
[76] Ruttmann E, Fischler N, Sakic A, et al. Second internal thoracic artery versus radial
artery in coronary artery bypass grafting: a long-term, propensity score-matched fol‐
low-up study. Circulation 2011;124:1321-9.
[77] Suma H. Spasm of the gastroepiploic artery graft. Ann Thorac Surg 1990;49:168-9.
[78] He GW, Yang CQ, Starr A. Overview of the nature of vasoconstriction in arterial
grafts for coronary operations. Ann Thorac Surg 1995;59:676-83.
[79] Fitzgibbon GM, Kafka HP, Leach AJ, Keon WJ, Hooper GD, Burton JR. Coronary by‐
pass graft fate and patient outcome: angiographic follow-up of 5,065 grafts related to
survival and reoperation in 1,388 patients during 25 years. J Am Coll Cardiol
1996;28:616-26.
Treatment of Coronary Artery Bypass Graft Failure
http://dx.doi.org/10.5772/54928
223
[80] Grondin CM, Lesperance J, Bourassa MG, Campeau L. Coronary artery grafting with
the saphenous vein or internal mammary artery. Comparison of late results in two
consecutive series of patients. Ann Thorac Surg 1975;20:605-18.
[81] Desai ND, Cohen EA, Naylor CD, Fremes SE. A randomized comparison of radial-
artery and saphenous-vein coronary bypass grafts. N Engl J Med 2004;351:2302-9.
[82] Barner HB, Barnett MG. Fifteen- to twenty-one-year angiographic assessment of in‐
ternal thoracic artery as a bypass conduit. Ann Thorac Surg 1994;57:1526-8.
[83] Berger A, MacCarthy PA, Siebert U, et al. Long-term patency of internal mammary
artery bypass grafts: relationship with preoperative severity of the native coronary
artery stenosis. Circulation 2004;110:II36-II40.
[84] Shelton ME, Forman MB, Virmani R, Bajaj A, Stoney WS, Atkinson JB. A comparison
of morphologic and angiographic findings in long-term internal mammary artery
and saphenous vein bypass grafts. J Am Coll Cardiol 1988;11:297-307.
[85] Halabi AR, Alexander JH, Shaw LK, et al. Relation of early saphenous vein graft fail‐
ure to outcomes following coronary artery bypass surgery. Am J Cardiol
2005;96:1254-9.
[86] Chen L, Theroux P, Lesperance J, Shabani F, Thibault B, De GP. Angiographic fea‐
tures of vein grafts versus ungrafted coronary arteries in patients with unstable angi‐
na and previous bypass surgery. J Am Coll Cardiol 1996;28:1493-9.
[87] Kleiman NS, Anderson HV, Rogers WJ, Theroux P, Thompson B, Stone PH. Compar‐
ison of outcome of patients with unstable angina and non-Q-wave acute myocardial
infarction with and without prior coronary artery bypass grafting (Thrombolysis in
Myocardial Ischemia III Registry). Am J Cardiol 1996;77:227-31.
[88] Labinaz M, Kilaru R, Pieper K, et al. Outcomes of patients with acute coronary syn‐
dromes and prior coronary artery bypass grafting: results from the platelet glycopro‐
tein IIb/IIIa in unstable angina: receptor suppression using integrilin therapy
(PURSUIT) trial. Circulation 2002;105:322-7.
[89] Alderman EL, Kip KE, Whitlow PL, et al. Native coronary disease progression ex‐
ceeds failed revascularization as cause of angina after five years in the Bypass Angio‐
plasty Revascularization Investigation (BARI). J Am Coll Cardiol 2004;44:766-74.
[90] Dunning J, Versteegh M, Fabbri A, et al. Guideline on antiplatelet and anticoagula‐
tion management in cardiac surgery. Eur J Cardiothorac Surg 2008;34:73-92.
[91] Gavaghan TP, Gebski V, Baron DW. Immediate postoperative aspirin improves vein
graft patency early and late after coronary artery bypass graft surgery. A placebo-
controlled, randomized study. Circulation 1991;83:1526-33.
Artery Bypass224
[92] Goldman S, Copeland J, Moritz T, et al. Saphenous vein graft patency 1 year after
coronary artery bypass surgery and effects of antiplatelet therapy. Results of a Veter‐
ans Administration Cooperative Study. Circulation 1989;80:1190-7.
[93] Hockings BE, Ireland MA, Gotch-Martin KF, Taylor RR. Placebo-controlled trial of
enteric coated aspirin in coronary bypass graft patients. Effect on graft patency. Med
J Aust 1993;159:376-8.
[94] Lorenz RL, Schacky CV, Weber M, et al. Improved aortocoronary bypass patency by
low-dose aspirin (100 mg daily). Effects on platelet aggregation and thromboxane
formation. Lancet 1984;1:1261-4.
[95] Sanz G, Pajaron A, Alegria E, et al. Prevention of early aortocoronary bypass occlu‐
sion by low-dose aspirin and dipyridamole. Grupo Espanol para el Seguimiento del
Injerto Coronario (GESIC). Circulation 1990;82:765-73.
[96] Fremes SE, Levinton C, Naylor CD, Chen E, Christakis GT, Goldman BS. Optimal an‐
tithrombotic therapy following aortocoronary bypass: a meta-analysis. Eur J Cardio‐
thorac Surg 1993;7:169-80.
[97] Sharma GV, Khuri SF, Josa M, Folland ED, Parisi AF. The effect of antiplatelet thera‐
py on saphenous vein coronary artery bypass graft patency. Circulation
1983;68:II218-II221.
[98] Gurbuz AT, Zia AA, Vuran AC, Cui H, Aytac A. Postoperative clopidogrel improves
mid-term outcome after off-pump coronary artery bypass graft surgery: a prospec‐
tive study. Eur J Cardiothorac Surg 2006;29:190-5.
[99] Kulik A, Le May MR, Voisine P, et al. Aspirin plus clopidogrel versus aspirin alone
after coronary artery bypass grafting: the clopidogrel after surgery for coronary ar‐
tery disease (CASCADE) Trial. Circulation 2010;122:2680-7.
[100] Bhatt DL, Chew DP, Hirsch AT, Ringleb PA, Hacke W, Topol EJ. Superiority of clopi‐
dogrel versus aspirin in patients with prior cardiac surgery. Circulation
2001;103:363-8.
[101] Fox KA, Mehta SR, Peters R, et al. Benefits and risks of the combination of clopidog‐
rel and aspirin in patients undergoing surgical revascularization for non-ST-eleva‐
tion acute coronary syndrome: the Clopidogrel in Unstable angina to prevent
Recurrent ischemic Events (CURE) Trial. Circulation 2004;110:1202-8.
[102] Harskamp RE, Beijk MA, Damman P, Tijssen JG, Lopés RD, de Winter RJ. Pre-hospi‐
talization Antiplatelet Therapy and Outcomes following Saphenous Vein Graft Inter‐
vention. Accepted for publication 2012.
[103] Knatterud GL, Rosenberg Y, Campeau L, et al. Long-term effects on clinical out‐
comes of aggressive lowering of low-density lipoprotein cholesterol levels and low-
dose anticoagulation in the post coronary artery bypass graft trial. Post CABG
Investigators. Circulation 2000;102:157-65.
Treatment of Coronary Artery Bypass Graft Failure
http://dx.doi.org/10.5772/54928
225
[104] Huynh T, Theroux P, Bogaty P, Nasmith J, Solymoss S. Aspirin, warfarin, or the com‐
bination for secondary prevention of coronary events in patients with acute coronary
syndromes and prior coronary artery bypass surgery. Circulation 2001;103:3069-74.
[105] Becker RC, Meade TW, Berger PB, et al. The primary and secondary prevention of
coronary artery disease: American College of Chest Physicians Evidence-Based Clini‐
cal Practice Guidelines (8th Edition). Chest 2008;133:776S-814S.
[106] The effect of aggressive lowering of low-density lipoprotein cholesterol levels and
low-dose anticoagulation on obstructive changes in saphenous-vein coronary-artery
bypass grafts. The Post Coronary Artery Bypass Graft Trial Investigators. N Engl J
Med 1997;336:153-62.
[107] MRC/BHF Heart Protection Study of cholesterol lowering with simvastatin in 20,536
high-risk individuals: a randomised placebo-controlled trial. Lancet 2002;360:7-22.
[108] Campeau L, Hunninghake DB, Knatterud GL, et al. Aggressive cholesterol lowering
delays saphenous vein graft atherosclerosis in women, the elderly, and patients with
associated risk factors. NHLBI post coronary artery bypass graft clinical trial. Post
CABG Trial Investigators. Circulation 1999;99:3241-7.
[109] Dotani MI, Elnicki DM, Jain AC, Gibson CM. Effect of preoperative statin therapy
and cardiac outcomes after coronary artery bypass grafting. Am J Cardiol
2000;86:1128-30, A6.
[110] Shah SJ, Waters DD, Barter P, et al. Intensive lipid-lowering with atorvastatin for sec‐
ondary prevention in patients after coronary artery bypass surgery. J Am Coll Cardi‐
ol 2008;51:1938-43.
[111] Zhou Q, Liao JK. Statins and cardiovascular diseases: from cholesterol lowering to
pleiotropy. Curr Pharm Des 2009;15:467-78.
[112] Veillard NR, Braunersreuther V, Arnaud C, et al. Simvastatin modulates chemokine
and chemokine receptor expression by geranylgeranyl isoprenoid pathway in human
endothelial cells and macrophages. Atherosclerosis 2006;188:51-8.
[113] Steg PG, James SK, Atar D, et al. ESC Guidelines for the management of acute myo‐
cardial infarction in patients presenting with ST-segment elevation: The Task Force
on the management of ST-segment elevation acute myocardial infarction of the Euro‐
pean Society of Cardiology (ESC). Eur Heart J 2012;33:2569-619.
[114] McMurray JJ, Adamopoulos S, Anker SD, et al. ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure 2012: The Task Force for the Diagnosis
and Treatment of Acute and Chronic Heart Failure 2012 of the European Society of
Cardiology. Developed in collaboration with the Heart Failure Association (HFA) of
the ESC. Eur Heart J 2012;33:1787-847.
Artery Bypass226
[115] Goyal A, Alexander JH, Hafley GE, et al. Outcomes associated with the use of secon‐
dary prevention medications after coronary artery bypass graft surgery. Ann Thorac
Surg 2007;83:993-1001.
[116] Wijns W, Kolh P, Danchin N, et al. Guidelines on myocardial revascularization. Eur
Heart J 2010;31:2501-55.
[117] Zhao DX, Leacche M, Balaguer JM, et al. Routine intraoperative completion angiog‐
raphy after coronary artery bypass grafting and 1-stop hybrid revascularization re‐
sults from a fully integrated hybrid catheterization laboratory/operating room. J Am
Coll Cardiol 2009;53:232-41.
[118] Brener SJ, Lytle BW, Casserly IP, Schneider JP, Topol EJ, Lauer MS. Propensity analy‐
sis of long-term survival after surgical or percutaneous revascularization in patients
with multivessel coronary artery disease and high-risk features. Circulation
2004;109:2290-5.
[119] Patel MR, Dehmer GJ, Hirshfeld JW, et al. ACCF/SCAI/STS/AATS/AHA/ASNC/
HFSA/SCCT 2012 appropriate use criteria for coronary revascularization focused up‐
date: a report of the American College of Cardiology Foundation Appropriate Use
Criteria Task Force, Society for Cardiovascular Angiography and Interventions, Soci‐
ety of Thoracic Surgeons, American Association for Thoracic Surgery, American
Heart Association, American Society of Nuclear Cardiology, and the Society of Car‐
diovascular Computed Tomography. J Thorac Cardiovasc Surg 2012;143:780-803.
[120] Sabik JF, III, Blackstone EH, Houghtaling PL, Walts PA, Lytle BW. Is reoperation still
a risk factor in coronary artery bypass surgery? Ann Thorac Surg 2005;80:1719-27.
[121] Yau TM, Borger MA, Weisel RD, Ivanov J. The changing pattern of reoperative coro‐
nary surgery: trends in 1230 consecutive reoperations. J Thorac Cardiovasc Surg
2000;120:156-63.
[122] Morrison DA, Sethi G, Sacks J, et al. A multicenter, randomized trial of percutaneous
coronary intervention versus bypass surgery in high-risk unstable angina patients.
The AWESOME (Veterans Affairs Cooperative Study #385, angina with extremely se‐
rious operative mortality evaluation) investigators from the Cooperative Studies Pro‐
gram of the Department of Veterans Affairs. Control Clin Trials 1999;20:601-19.
[123] Dougenis D, Brown AH. Long-term results of reoperations for recurrent angina with
internal mammary artery versus saphenous vein grafts. Heart 1998;80:9-13.
[124] Nguyen TT, O'Neill WW, Grines CL, et al. One-year survival in patients with acute
myocardial infarction and a saphenous vein graft culprit treated with primary angio‐
plasty. Am J Cardiol 2003;91:1250-4.
[125] Stone GW, Brodie BR, Griffin JJ, et al. Clinical and angiographic outcomes in patients
with previous coronary artery bypass graft surgery treated with primary balloon an‐
Treatment of Coronary Artery Bypass Graft Failure
http://dx.doi.org/10.5772/54928
227
gioplasty for acute myocardial infarction. Second Primary Angioplasty in Myocardial
Infarction Trial (PAMI-2) Investigators. J Am Coll Cardiol 2000;35:605-11.
[126] Brilakis ES, Wang TY, Rao SV, et al. Frequency and predictors of drug-eluting stent
use in saphenous vein bypass graft percutaneous coronary interventions: a report
from the American College of Cardiology National Cardiovascular Data CathPCI
registry. JACC Cardiovasc Interv 2010;3:1068-73.
[127] Brodie BR, Wilson H, Stuckey T, et al. Outcomes with drug-eluting versus bare-metal
stents in saphenous vein graft intervention results from the STENT (strategic trans‐
catheter evaluation of new therapies) group. JACC Cardiovasc Interv 2009;2:1105-12.
[128] Foster ED, Fisher LD, Kaiser GC, Myers WO. Comparison of operative mortality and
morbidity for initial and repeat coronary artery bypass grafting: The Coronary Ar‐
tery Surgery Study (CASS) registry experience. Ann Thorac Surg 1984;38:563-70.
[129] Lytle BW, Loop FD, Cosgrove DM, et al. Fifteen hundred coronary reoperations. Re‐
sults and determinants of early and late survival. J Thorac Cardiovasc Surg
1987;93:847-59.
[130] Al SJ, Velianou JL, Berger PB, et al. Primary percutaneous coronary interventions in
patients with acute myocardial infarction and prior coronary artery bypass grafting.
Am Heart J 2001;142:452-9.
[131] Brodie BR, Versteeg DS, Brodie MM, et al. Poor long-term patient and graft survival
after primary percutaneous coronary intervention for acute myocardial infarction
due to saphenous vein graft occlusion. Catheter Cardiovasc Interv 2005;65:504-9.
[132] O'Connor GT, Malenka DJ, Quinton H, et al. Multivariate prediction of in-hospital
mortality after percutaneous coronary interventions in 1994-1996. Northern New
England Cardiovascular Disease Study Group. J Am Coll Cardiol 1999;34:681-91.
[133] Thielmann M, Massoudy P, Jaeger BR, et al. Emergency re-revascularization with
percutaneous coronary intervention, reoperation, or conservative treatment in pa‐
tients with acute perioperative graft failure following coronary artery bypass sur‐
gery. Eur J Cardiothorac Surg 2006;30:117-25.
[134] Fellahi JL, Gue X, Richomme X, Monier E, Guillou L, Riou B. Short- and long-term
prognostic value of postoperative cardiac troponin I concentration in patients under‐
going coronary artery bypass grafting. Anesthesiology 2003;99:270-4.
[135] Force T, Hibberd P, Weeks G, et al. Perioperative myocardial infarction after coro‐
nary artery bypass surgery. Clinical significance and approach to risk stratification.
Circulation 1990;82:903-12.
[136] Steuer J, Horte LG, Lindahl B, Stahle E. Impact of perioperative myocardial injury on
early and long-term outcome after coronary artery bypass grafting. Eur Heart J
2002;23:1219-27.
Artery Bypass228
[137] Jain U. Myocardial infarction during coronary artery bypass surgery. J Cardiothorac
Vasc Anesth 1992;6:612-23.
[138] Rasmussen C, Thiis JJ, Clemmensen P, et al. Significance and management of early
graft failure after coronary artery bypass grafting: feasibility and results of acute an‐
giography and re-re-vascularization. Eur J Cardiothorac Surg 1997;12:847-52.
[139] Franke U, Wahlers T, Cohnert TU, et al. Retrograde versus antegrade crystalloid car‐
dioplegia in coronary surgery: value of troponin-I measurement. Ann Thorac Surg
2001;71:249-53.
[140] Onorati F, De FM, Mastroroberto P, et al. Determinants and prognosis of myocardial
damage after coronary artery bypass grafting. Ann Thorac Surg 2005;79:837-45.
[141] Thielmann M, Dorge H, Martin C, et al. Myocardial dysfunction with coronary mi‐
croembolization: signal transduction through a sequence of nitric oxide, tumor ne‐
crosis factor-alpha, and sphingosine. Circ Res 2002;90:807-13.
[142] Fabricius AM, Gerber W, Hanke M, Garbade J, Autschbach R, Mohr FW. Early angio‐
graphic control of perioperative ischemia after coronary artery bypass grafting. Eur J
Cardiothorac Surg 2001;19:853-8.
[143] Abdulmalik A, Arabi A, Alroaini A, Rosman H, Lalonde T. Feasibility of percutane‐
ous coronary interventions in early postcoronary artery bypass graft occlusion or
stenosis. J Interv Cardiol 2007;20:204-8.
[144] Virani SS, Alam M, Mendoza CE, Arora H, Ferreira AC, de ME. Clinical significance,
angiographic characteristics, and short-term outcomes in 30 patients with early coro‐
nary artery graft failure. Neth Heart J 2009;17:13-7.
[145] Savage MP, Douglas JS, Jr., Fischman DL, et al. Stent placement compared with bal‐
loon angioplasty for obstructed coronary bypass grafts. Saphenous Vein De Novo
Trial Investigators. N Engl J Med 1997;337:740-7.
[146] Stankovic G, Colombo A, Presbitero P, et al. Randomized evaluation of polytetra‐
fluoroethylene-covered stent in saphenous vein grafts: the Randomized Evaluation
of polytetrafluoroethylene COVERed stent in Saphenous vein grafts (RECOVERS)
Trial. Circulation 2003;108:37-42.
[147] Stone GW, Goldberg S, O'Shaughnessy C, et al. 5-year follow-up of polytetrafluoro‐
ethylene-covered stents compared with bare-metal stents in aortocoronary saphe‐
nous vein grafts the randomized BARRICADE (barrier approach to restenosis:
restrict intima to curtail adverse events) trial. JACC Cardiovasc Interv 2011;4:300-9.
[148] Turco MA, Buchbinder M, Popma JJ, et al. Pivotal, randomized U.S. study of the
Symbiottrade mark covered stent system in patients with saphenous vein graft dis‐
ease: eight-month angiographic and clinical results from the Symbiot III trial. Cathe‐
ter Cardiovasc Interv 2006;68:379-88.
Treatment of Coronary Artery Bypass Graft Failure
http://dx.doi.org/10.5772/54928
229
[149] Vermeersch P, Agostoni P, Verheye S, et al. Randomized double-blind comparison of
sirolimus-eluting stent versus bare-metal stent implantation in diseased saphenous
vein grafts: six-month angiographic, intravascular ultrasound, and clinical follow-up
of the RRISC Trial. J Am Coll Cardiol 2006;48:2423-31.
[150] Vermeersch P, Agostoni P, Verheye S, et al. Increased late mortality after sirolimus-
eluting stents versus bare-metal stents in diseased saphenous vein grafts: results
from the randomized DELAYED RRISC Trial. J Am Coll Cardiol 2007;50:261-7.
[151] Brilakis ES, Lichtenwalter C, de Lemos JA, et al. A randomized controlled trial of a
paclitaxel-eluting stent versus a similar bare-metal stent in saphenous vein graft le‐
sions the SOS (Stenting of Saphenous Vein Grafts) trial. J Am Coll Cardiol
2009;53:919-28.
[152] Brilakis ES, Lichtenwalter C, bdel-karim AR, et al. Continued benefit from paclitaxel-
eluting compared with bare-metal stent implantation in saphenous vein graft lesions
during long-term follow-up of the SOS (Stenting of Saphenous Vein Grafts) trial.
JACC Cardiovasc Interv 2011;4:176-82.
[153] Mehilli J, Pache J, bdel-Wahab M, et al. Drug-eluting versus bare-metal stents in sa‐
phenous vein graft lesions (ISAR-CABG): a randomised controlled superiority trial.
Lancet 2011;378:1071-8.
[154] Hakeem A, Helmy T, Munsif S, et al. Safety and efficacy of drug eluting stents com‐
pared with bare metal stents for saphenous vein graft interventions: a comprehen‐
sive meta-analysis of randomized trials and observational studies comprising 7,994
patients. Catheter Cardiovasc Interv 2011;77:343-55.
[155] Lee MS, Yang T, Kandzari DE, Tobis JM, Liao H, Mahmud E. Comparison by meta-
analysis of drug-eluting stents and bare metal stents for saphenous vein graft inter‐
vention. Am J Cardiol 2010;105:1076-82.
[156] Testa L, Agostoni P, Vermeersch P, et al. Drug eluting stents versus bare metal stents
in the treatment of saphenous vein graft disease: a systematic review and meta-anal‐
ysis. EuroIntervention 2010;6:527-36.
[157] Wiisanen ME, bdel-Latif A, Mukherjee D, Ziada KM. Drug-eluting stents versus
bare-metal stents in saphenous vein graft interventions: a systematic review and
meta-analysis. JACC Cardiovasc Interv 2010;3:1262-73.
[158] Papayannis AC, Michael TT, Yangirova D, et al. Optical coherence tomography anal‐
ysis of the stenting of saphenous vein graft (SOS) Xience V Study: use of the everoli‐
mus-eluting stent in saphenous vein graft lesions. J Invasive Cardiol 2012;24:390-4.
[159] Lee MS, Hu PP, Aragon J, et al. Comparison of sirolimus-eluting stents with paclitax‐
el-eluting stents in saphenous vein graft intervention (from a multicenter Southern
California Registry). Am J Cardiol 2010;106:337-41.
Artery Bypass230
[160] Meier P, Brilakis ES, Corti R, Knapp G, Shishehbor MH, Gurm HS. Drug-eluting ver‐
sus bare-metal stent for treatment of saphenous vein grafts: a meta-analysis. PLoS
One 2010;5:e11040.
[161] Choussat R, Black AJ, Bossi I, Joseph T, Fajadet J, Marco J. Long-term clinical out‐
come after endoluminal reconstruction of diffusely degenerated saphenous vein
grafts with less-shortening wallstents. J Am Coll Cardiol 2000;36:387-94.
[162] Leborgne L, Cheneau E, Pichard A, et al. Effect of direct stenting on clinical outcome
in patients treated with percutaneous coronary intervention on saphenous vein graft.
Am Heart J 2003;146:501-6.
[163] Gruberg L, Weissman NJ, Pichard AD, et al. Impact of renal function on morbidity
and mortality after percutaneous aortocoronary saphenous vein graft intervention.
Am Heart J 2003;145:529-34.
[164] Hong MK, Mehran R, Dangas G, et al. Creatine kinase-MB enzyme elevation follow‐
ing successful saphenous vein graft intervention is associated with late mortality.
Circulation 1999;100:2400-5.
[165] Lee MS, Hu PP, Aragon J, et al. Impact of chronic renal insufficiency on clinical out‐
comes in patients undergoing saphenous vein graft intervention with drug-eluting
stents: a multicenter Southern Californian Registry. Catheter Cardiovasc Interv
2010;76:272-8.
[166] Coolong A, Baim DS, Kuntz RE, et al. Saphenous vein graft stenting and major ad‐
verse cardiac events: a predictive model derived from a pooled analysis of 3958 pa‐
tients. Circulation 2008;117:790-7.
[167] Kirtane AJ, Heyman ER, Metzger C, Breall JA, Carrozza JP, Jr. Correlates of adverse
events during saphenous vein graft intervention with distal embolic protection: a
PRIDE substudy. JACC Cardiovasc Interv 2008;1:186-91.
[168] Ahmed JM, Dangas G, Lansky AJ, et al. Influence of gender on early and one-year
clinical outcomes after saphenous vein graft stenting. Am J Cardiol 2001;87:401-5.
[169] Gruberg L, Dangas G, Mehran R, et al. Percutaneous revascularization of the internal
mammary artery graft: short- and long-term outcomes. J Am Coll Cardiol
2000;35:944-8.
[170] Crowley ST, Bies RD, Morrison DA. Percutaneous transluminal angioplasty of inter‐
nal mammary arteries in patients with rest angina. Cathet Cardiovasc Diagn
1996;38:256-62.
[171] Dimas AP, Arora RR, Whitlow PL, et al. Percutaneous transluminal angioplasty in‐
volving internal mammary artery grafts. Am Heart J 1991;122:423-9.
Treatment of Coronary Artery Bypass Graft Failure
http://dx.doi.org/10.5772/54928
231
[172] Hearne SE, Davidson CJ, Zidar JP, Phillips HR, Stack RS, Sketch MH, Jr. Internal
mammary artery graft angioplasty: acute and long-term outcome. Cathet Cardiovasc
Diagn 1998;44:153-6.
[173] Ishizaka N, Ishizaka Y, Ikari Y, et al. Initial and subsequent angiographic outcome of
percutaneous transluminal angioplasty performed on internal mammary artery
grafts. Br Heart J 1995;74:615-9.
[174] Popma JJ, Cooke RH, Leon MB, et al. Immediate procedural and long-term clinical
results of internal mammary artery angioplasty. Am J Cardiol 1992;69:1237-9.
[175] Shimshak TM, Giorgi LV, Johnson WL, et al. Application of percutaneous translumi‐
nal coronary angioplasty to the internal mammary artery graft. J Am Coll Cardiol
1988;12:1205-14.
[176] Sharma AK, McGlynn S, Apple S, et al. Clinical outcomes following stent implanta‐
tion in internal mammary artery grafts. Catheter Cardiovasc Interv 2003;59:436-41.
[177] Buch AN, Xue Z, Gevorkian N, et al. Comparison of outcomes between bare metal
stents and drug-eluting stents for percutaneous revascularization of internal mam‐
mary grafts. Am J Cardiol 2006;98:722-4.
[178] Zavalloni D, Rossi ML, Scatturin M, et al. Drug-eluting stents for the percutaneous
treatment of the anastomosis of the left internal mammary graft to left anterior de‐
scending artery. Coron Artery Dis 2007;18:495-500.
[179] Freixa X, Carpen M, Kotowycz MA, et al. Long-term outcomes after percutaneous in‐
tervention of the internal thoracic artery anastomosis: the use of drug-eluting stents
is associated with a higher need of repeat revascularization. Can J Cardiol
2012;28:458-63.
[180] Akiyama T, Moussa I, Reimers B, et al. Angiographic and clinical outcome following
coronary stenting of small vessels: a comparison with coronary stenting of large ves‐
sels. J Am Coll Cardiol 1998;32:1610-8.
[181] Elezi S, Kastrati A, Neumann FJ, Hadamitzky M, Dirschinger J, Schomig A. Vessel
size and long-term outcome after coronary stent placement. Circulation
1998;98:1875-80.
[182] Savage MP, Fischman DL, Rake R, et al. Efficacy of coronary stenting versus balloon
angioplasty in small coronary arteries. Stent Restenosis Study (STRESS) Investiga‐
tors. J Am Coll Cardiol 1998;31:307-11.
[183] Virmani R, Farb A. Pathology of in-stent restenosis. Curr Opin Lipidol
1999;10:499-506.
[184] Goube P, Hammoudi N, Pagny JY, et al. Radial artery graft stenosis treated by percu‐
taneous intervention. Eur J Cardiothorac Surg 2010;37:697-703.
[185] Ellis SG, Lincoff AM, Miller D, et al. Reduction in complications of angioplasty with
abciximab occurs largely independently of baseline lesion morphology. EPIC and
Artery Bypass232
EPILOG Investigators. Evaluation of 7E3 for the Prevention of Ischemic Complica‐
tions. Evaluation of PTCA To Improve Long-term Outcome with abciximab GPIIb/
IIIa Receptor Blockade. J Am Coll Cardiol 1998;32:1619-23.
[186] Mak KH, Challapalli R, Eisenberg MJ, Anderson KM, Califf RM, Topol EJ. Effect of
platelet glycoprotein IIb/IIIa receptor inhibition on distal embolization during percu‐
taneous revascularization of aortocoronary saphenous vein grafts. EPIC Investiga‐
tors. Evaluation of IIb/IIIa platelet receptor antagonist 7E3 in Preventing Ischemic
Complications. Am J Cardiol 1997;80:985-8.
[187] Roffi M, Mukherjee D, Chew DP, et al. Lack of benefit from intravenous platelet gly‐
coprotein IIb/IIIa receptor inhibition as adjunctive treatment for percutaneous inter‐
ventions of aortocoronary bypass grafts: a pooled analysis of five randomized
clinical trials. Circulation 2002;106:3063-7.
[188] Jonas M, Stone GW, Mehran R, et al. Platelet glycoprotein IIb/IIIa receptor inhibition
as adjunctive treatment during saphenous vein graft stenting: differential effects after
randomization to occlusion or filter-based embolic protection. Eur Heart J
2006;27:920-8.
[189] Rha SW, Kuchulakanti PK, Pakala R, et al. Bivalirudin versus heparin as an antith‐
rombotic agent in patients who undergo percutaneous saphenous vein graft inter‐
vention with a distal protection device. Am J Cardiol 2005;96:67-70.
[190] Kumar D, Dangas G, Mehran R, et al. Comparison of Bivalirudin versus Bivalirudin
plus glycoprotein IIb/IIIa inhibitor versus heparin plus glycoprotein IIb/IIIa inhibitor
in patients with acute coronary syndromes having percutaneous intervention for nar‐
rowed saphenous vein aorto-coronary grafts (the ACUITY trial investigators). Am J
Cardiol 2010;106:941-5.
[191] Smith SC, Jr., Feldman TE, Hirshfeld JW, Jr., et al. ACC/AHA/SCAI 2005 guideline
update for percutaneous coronary intervention: a report of the American College of
Cardiology/American Heart Association Task Force on Practice Guidelines
(ACC/AHA/SCAI Writing Committee to Update the 2001 Guidelines for Percutane‐
ous Coronary Intervention). J Am Coll Cardiol 2006;47:e1-121.
[192] Lee MS, Park SJ, Kandzari DE, et al. Saphenous vein graft intervention. JACC Cardi‐
ovasc Interv 2011;4:831-43.
[193] Baim DS, Wahr D, George B, et al. Randomized trial of a distal embolic protection
device during percutaneous intervention of saphenous vein aorto-coronary bypass
grafts. Circulation 2002;105:1285-90.
[194] Carrozza JP, Jr., Mumma M, Breall JA, Fernandez A, Heyman E, Metzger C.
Randomized evaluation of the TriActiv balloon-protection flush and extraction sys‐
tem for the treatment of saphenous vein graft disease. J Am Coll Cardiol
2005;46:1677-83.
Treatment of Coronary Artery Bypass Graft Failure
http://dx.doi.org/10.5772/54928
233
[195] Halkin A, Masud AZ, Rogers C, et al. Six-month outcomes after percutaneous inter‐
vention for lesions in aortocoronary saphenous vein grafts using distal protection de‐
vices: results from the FIRE trial. Am Heart J 2006;151:915-7.
[196] Mauri L, Cox D, Hermiller J, et al. The PROXIMAL trial: proximal protection during
saphenous vein graft intervention using the Proxis Embolic Protection System: a
randomized, prospective, multicenter clinical trial. J Am Coll Cardiol 2007;50:1442-9.
[197] Kim YH, Park DW, Kim WJ, et al. Validation of SYNTAX (Synergy between PCI with
Taxus and Cardiac Surgery) score for prediction of outcomes after unprotected left
main coronary revascularization. JACC Cardiovasc Interv 2010;3:612-23.
[198] Ong AT, Serruys PW, Mohr FW, et al. The SYNergy between percutaneous coronary
intervention with TAXus and cardiac surgery (SYNTAX) study: design, rationale,
and run-in phase. Am Heart J 2006;151:1194-204.
[199] Sianos G, Morel MA, Kappetein AP, et al. The SYNTAX Score: an angiographic tool
grading the complexity of coronary artery disease. EuroIntervention 2005;1:219-27.
[200] Califf RM, Phillips HR, III, Hindman MC, et al. Prognostic value of a coronary artery
jeopardy score. J Am Coll Cardiol 1985;5:1055-63.
[201] Perera D, Stables R, Booth J, Thomas M, Redwood S. The balloon pump-assisted cor‐
onary intervention study (BCIS-1): rationale and design. Am Heart J 2009;158:910-6.
[202] Myocardial infarction and mortality in the coronary artery surgery study (CASS)
randomized trial. N Engl J Med 1984;310:750-8.
[203] Murphy ML, Meadows WR, Thomsen J, et al. Veterans Administration Cooperative
Study on medical versus surgical treatment for stable angina--progress report. Sec‐
tion 11. The effect of coronary artery bypass surgery on the incidence of myocardial
infarction and hospitalization. Prog Cardiovasc Dis 1986;28:309-17.
[204] Peduzzi P, Detre K, Murphy ML, Thomsen J, Hultgren H, Takaro T. Ten-year inci‐
dence of myocardial infarction and prognosis after infarction. Department of Veter‐
ans Affairs Cooperative Study of Coronary Artery Bypass Surgery. Circulation
1991;83:747-55.
[205] Antman EM, Hand M, Armstrong PW, et al. 2007 Focused Update of the ACC/AHA
2004 Guidelines for the Management of Patients With ST-Elevation Myocardial In‐
farction: a report of the American College of Cardiology/American Heart Association
Task Force on Practice Guidelines: developed in collaboration With the Canadian
Cardiovascular Society endorsed by the American Academy of Family Physicians:
2007 Writing Group to Review New Evidence and Update the ACC/AHA 2004
Guidelines for the Management of Patients With ST-Elevation Myocardial Infarction,
Writing on Behalf of the 2004 Writing Committee. Circulation 2008;117:296-329.
[206] Al-Aqeedi R, Sulaiman K, Al SJ, et al. Characteristics, management and outcomes of
patients with acute coronary syndrome and prior coronary artery bypass surgery:
Artery Bypass234
findings from the second Gulf Registry of Acute Coronary Events. Interact Cardio‐
vasc Thorac Surg 2011;13:611-8.
[207] Al-Aqeedi R, Asaad N, Al-Qahtani A, et al. Acute coronary syndrome in patients
with prior coronary artery bypass surgery: observations from a 20-year registry in a
middle-eastern country. PLoS One 2012;7:e40571.
[208] Elbarasi E, Goodman SG, Yan RT, et al. Management patterns of non-ST segment ele‐
vation acute coronary syndromes in relation to prior coronary revascularization. Am
Heart J 2010;159:40-6.
[209] Nikolsky E, McLaurin BT, Cox DA, et al. Outcomes of Patients With Prior Coronary
Artery Bypass Grafting and Acute Coronary Syndromes: Analysis From the ACUITY
(Acute Catheterization and Urgent Intervention Triage Strategy) Trial. JACC Cardio‐
vasc Interv 2012;5:919-26.
[210] Labinaz M, Sketch MH, Jr., Ellis SG, et al. Outcome of acute ST-segment elevation
myocardial infarction in patients with prior coronary artery bypass surgery receiving
thrombolytic therapy. Am Heart J 2001;141:469-77.
[211] Gurfinkel EP, Perez de la HR, Brito VM, et al. Invasive vs non-invasive treatment in
acute coronary syndromes and prior bypass surgery. Int J Cardiol 2007;119:65-72.
[212] Held C, Tornvall P, Stenestrand U. Effects of revascularization within 14 days of hos‐
pital admission due to acute coronary syndrome on 1-year mortality in patients with
previous coronary artery bypass graft surgery. Eur Heart J 2007;28:316-25.
[213] bdel-karim AR, Banerjee S, Brilakis ES. Percutaneous intervention of acutely occlud‐
ed saphenous vein grafts: contemporary techniques and outcomes. J Invasive Cardiol
2010;22:253-7.
[214] Harskamp RE, Kuijt WJ, Damman P, et al. Percutaneous coronary intervention for
acute coronary syndrome due to graft failure; use of bare-metal and drug-eluting
stents and subsequent long-term clinical outcome. Catheter Cardiovasc Interv 2012.
[215] Morrison DA, Sethi G, Sacks J, et al. Percutaneous coronary intervention versus coro‐
nary artery bypass graft surgery for patients with medically refractory myocardial is‐
chemia and risk factors for adverse outcomes with bypass: a multicenter,
randomized trial. Investigators of the Department of Veterans Affairs Cooperative
Study #385, the Angina With Extremely Serious Operative Mortality Evaluation
(AWESOME). J Am Coll Cardiol 2001;38:143-9.
[216] Gaglia MA, Jr., Torguson R, Xue Z, et al. Outcomes of patients with acute myocardial
infarction from a saphenous vein graft culprit undergoing percutaneous coronary in‐
tervention. Catheter Cardiovasc Interv 2011;78:23-9.
[217] Christenson JT, Schmuziger M, Simonet F. Reoperative coronary artery bypass proce‐
dures: risk factors for early mortality and late survival. Eur J Cardiothorac Surg
1997;11:129-33.
Treatment of Coronary Artery Bypass Graft Failure
http://dx.doi.org/10.5772/54928
235
[218] Jones JM, O'kane H, Gladstone DJ, et al. Repeat heart valve surgery: risk factors for
operative mortality. J Thorac Cardiovasc Surg 2001;122:913-8.
[219] Machiraju VR. How to avoid problems in redo coronary artery bypass surgery. J
Card Surg 2004;19:284-90.
[220] Elami A, Laks H, Merin G. Technique for reoperative median sternotomy in the pres‐
ence of a patent left internal mammary artery graft. J Card Surg 1994;9:123-7.
[221] Grunwald RP. A technique for direct-vision sternal reentry. Ann Thorac Surg
1985;40:521-2.
[222] Mills NL, Everson CT, Hockmuth DR. Technical considerations for myocardial pro‐
tection during the course of coronary artery bypass reoperation: the impact of func‐
tioning saphenous vein and internal mammary artery grafts. J Card Surg
1991;6:34-40.
[223] Mishra YK, Collison SP, Malhotra R, Kohli V, Mehta Y, Trehan N. Ten-year experi‐
ence with single-vessel and multivessel reoperative off-pump coronary artery bypass
grafting. J Thorac Cardiovasc Surg 2008;135:527-32.
[224] Menasche P, Tronc F, Nguyen A, et al. Retrograde warm blood cardioplegia pre‐
serves hypertrophied myocardium: a clinical study. Ann Thorac Surg
1994;57:1429-34.
[225] Salerno TA, Houck JP, Barrozo CA, et al. Retrograde continuous warm blood cardio‐
plegia: a new concept in myocardial protection. Ann Thorac Surg 1991;51:245-7.
[226] Borger MA, Peniston CM, Weisel RD, Vasiliou M, Green RE, Feindel CM. Neuropsy‐
chologic impairment after coronary bypass surgery: effect of gaseous microemboli
during perfusionist interventions. J Thorac Cardiovasc Surg 2001;121:743-9.
[227] Gu YJ, Van OW, Akkerman C, Boonstra PW, Huyzen RJ, Wildevuur CR. Heparin-
coated circuits reduce the inflammatory response to cardiopulmonary bypass. Ann
Thorac Surg 1993;55:917-22.
[228] Levy JH, Tanaka KA. Inflammatory response to cardiopulmonary bypass. Ann Thor‐
ac Surg 2003;75:S715-S720.
[229] Vinten-Johansen J, Thourani VH, Ronson RS, et al. Broad-spectrum cardioprotection
with adenosine. Ann Thorac Surg 1999;68:1942-8.
[230] Spotnitz WD, Dalton MS, Baker JW, Nolan SP. Reduction of perioperative hemor‐
rhage by anterior mediastinal spray application of fibrin glue during cardiac opera‐
tions. Ann Thorac Surg 1987;44:529-31.
[231] Stamou SC, Pfister AJ, Dullum MK, et al. Late outcome of reoperative coronary re‐
vascularization on the beating heart. Heart Surg Forum 2001;4:69-73.
Artery Bypass236
[232] Stephan WJ, O'Keefe JH, Jr., Piehler JM, et al. Coronary angioplasty versus repeat
coronary artery bypass grafting for patients with previous bypass surgery. J Am Coll
Cardiol 1996;28:1140-6.
[233] Brener SJ, Lytle BW, Casserly IP, Ellis SG, Topol EJ, Lauer MS. Predictors of revascu‐
larization method and long-term outcome of percutaneous coronary intervention or
repeat coronary bypass surgery in patients with multivessel coronary disease and
previous coronary bypass surgery. Eur Heart J 2006;27:413-8.
[234] Cole JH, Jones EL, Craver JM, et al. Outcomes of repeat revascularization in diabetic
patients with prior coronary surgery. J Am Coll Cardiol 2002;40:1968-75.
[235] Harskamp RE, Beijk MA, Damman P, et al. Clinical outcome after surgical or percu‐
taneous revascularization in coronary bypass graft failure. J Cardiovasc Med (Ha‐
gerstown ) 2012.
Treatment of Coronary Artery Bypass Graft Failure
http://dx.doi.org/10.5772/54928
237

